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SECTION 1. SUMMARY OF KEY ACCOMPLISHMENTS OF YOUR CHIP PROGRAM

This section is designed to highlight the key accomplishments of your CHIP program to date toward
increasing the number of children with creditable hedth coverage (Section 2108(b)(1)(A)). Thissection
aso identifies strategic objectives, performance goals, and performance measures for the CHIP
program(s), aswell as progress and barriers toward meeting those gods. More detailed andysis of
program effectiveness in reducing the number of uninsured low-income children is given in sections that
follow.

1.1 Wha isthe estimated basdine number of uncovered low-income children? Isthis estimated
basdline the same number submitted to HCFA in the 1998 annud report? If not, what estimate
did you submit, and why isit different?

The Census Bureau Current Population Survey (CPS) annudly estimates the number of
children below 200% of the Federal Poverty Level who are uninsured in each sate. The
annual estimates are based on 3 years of survey data and updated each year. We have
selected these CPS figures as our basdline for this report.

| Census Survey Number of Uninsured Children I

CPS 1993, 1994, 1995 17,000
CPS 1994, 1995, 1996 10,000
CPS 1995, 1996, 1997 12,000
CPS 1996, 1997, 1998 13,000

South Dakota 1999 Estimate 10,909

South Dakota 2000 Estimate 6,943

" Census estimates reduced by enrolIment

These data are the latest available from CPS, dl of the survey periods are prior to the July
1, 1998 implementation of M-SCHIP in South Dakota, however they are the best available
bass to use as our basdine. Examining the numbers shows a large reduction from the

1995 survey to the 1996 survey. This reduction can possibly be explained by a Medicaid
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expangon that took placein duly of 1995. This expansion provided Medicaid coverage to
children under 100% of the Federal Poverty Level (FPL) and born after July 1, 1983. The
increases from 1996 to 1997 can be explained through a combination of changein the
definition of insurance to exclude the IHS as an 'insurance and sample variability.

1.1.1 What arethe data source(s) and methodology used to make this estimate?

Basdline estimates were prepared using the Census Bureau Current Population Survey from
1995, 1996, 1997 and 1998. Estimatesfor 1999 and 2000 baseline figures are calculated by
reducing the 1998 CPS estimate by the number of uninsured children enrolled in South Dakota
Medicaid and South Dakota M-SCHIP on the last day of each reporting year. The falowing
table reports the number of enrolled Medicaid and M-SCHIP children for the ending date of
each quarter from M-SCHIP implementation to the end of Federa Fiscal Y ear 1999.
Throughout this report when the number of Medicaid digible children is referred to it includes all
categories of Medicaid igible children except SSI Medicaid digible children.

Quarter Ending Medicaid Children M-SCHIP Children
06/30/1998 * 32,859
09/30/1998 34,290

12/31/1998 35,320
03/31/1999 36,435
06/30/1999 36,866
09/30/1999 37,158

* Last Quarter Prior to M-SCHIP Implementation
Source: South DakotaMMIS 1998, 1999

Extracted data from the MMIS over thistime period reveded that 83% of the children
enrolled in Medicaid were uninsured when considering al types of insurance including
full coverage, and limited coverage plans including hospita only, dental and cancer. All
M-SCHIP children were by definition, uninsured.

Children enrolled in Medicaid prior to July 1, 1998 were children age 0-5, under 133% of
the Federa Poverty Leved (FPL) and children 6-18 under 100% Federa Poverty Level and
al other Medicaid categories. Children enrolled in Medicaid after July 1, 1998 include
children age 6-18 under 133% of FPL and dl previoudy digible categories. Effective

April 1, 1999 children age 0-18 under 140% of FPL were also included. Children enrolled
in M-SCHIP prior to April 1, 1999 are targeted uninsured children, not otherwise eligible
for Medicaid ages 6-18, and under 133% FPL. After April 1, 1999 the digibility leve for
M-SCHIP children was increased to 140% of FPL. The following table showsthe
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1.2

increases in the number of uninsured Medicaid and M-SCHIP individuas for each of the
FFY 1998 and FFY 1999.

Medicaid - M-SCHIP Enrollment of Uninsured Children
Basdine Reporting Period Uninsured Medicad M-SCHIP

Y ear
1999 06/30/1998-09/30/1998 1,188 903
2000 10/01/1998-09/30/1999 2,381 1,585

Reducing the basdline estimate of 13,000 uninsured children from 1998 by the enrollment
of uninsured children in Medicaid yields estimates of 10,900 after the first FFY of M-
SCHIP operation and 6,943 after the second FFY of M-SCHIP.

1.1.2 Whatisthe State's assessment of the reiability of the basdine estimate? What are the
limitations of the data or estimation methodology? (Please provide anumerical range or
confidence intervalsif available)

The Current Population Survey from the US Census Bureau is the best basdine data
source available for South Dakota for the reporting periods.

Sdection of actua enrollment data from Medicaid and M-SCHIP is the mogst reliable
information available, as we know with certainty the children are covered, how the

number of children covered has changed over the reporting periods, and we know the
insurance status of each of the children. Using the entire Medicaid except SSI children
population rather than low-income categories strengthens the projections as movement between
Medicaid categories is addressed, aswell as capturing the overal increase in the number of
children enrolled in Medicaid. Using actud enrollment figures dso improves over the use of

If anything, we suspect the baseline numbers are dightly high because of the decison to
use actud enrollment figures for each quarter. The dternative of counting "ever enrolled”
children even if they had coverage for only 1 month of the year does not add credibility to
the numbers, but would result in alower basdine estimate of the remaining numbers of
uninsured children.

How much progress has been made in increasing the number of children with creditable hedth
coverage (for example, changes in uninsured rates, Title XX enrollment levels, estimates of
children enrolled in Medicaid as aresult of Title XXI outreach, anti-crowd-out efforts)? How
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many more children have creditable coverage following the implementation of Title XXI17?
(Section 2108(b)(1)(A))

The following table shows the percentage reduction in the number of uninsured children
following each federd fiscd year of M-SCHIP operation.

1998 Per centage
Estimate of Remaining Reduction
Uninsured Uninsured in
Children Children Uninsured
Children

07/01/1998-

09-30-1998 1999 - 10,909
10-01-1998-
09-30-1999 2000 - 6,942
07-01-1998-
09-30-1999 6,942

Thefollowing Table shows that Medicaid and M-SCHIP have both contributed
subgtantialy to reducing the number of uninsured children in South Dakota. Recognizing
that the basdine figures represent dl uninsured children below 200% of the federa

poverty level and that Medicaid and M-SCHIP digibility expansons were directed at
incomesbdow 133% of FPL prior to April 1, 1999 and at incomes to 140% of FPL after
April 1, 1999 the impact on very low incomes has been proportionally greater.

Y ear Baseline Basdine Enrollment | Reduction %

Ending 133%
09/30/1998 13,000 8,662 2,091 24%

09/30/1999 10,909 | 5,985 - 6,284 ** 3,966 63% - 66%

* Assumed uniform distribution of uninsured children less than 200% by income

* InApril eligibility increased to 140% FPL, so baseline figure is represented as a range of the percent of
uninsured

children between 133%-140%.

121 What are the data source(s) and methodology used to make this estimate?
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1.3

The data source and methodology used isthe same asin 1.1.1.

1.2.2 Wha isthe State' s assessment of the reiability of the estimate? What are the limitations
of the data or estimation methodology? (Please provide a numerica range or
confidence intervasif available)

The assessment of the rdiability of the estimateisthe same asin 1.1.2.

What progress has been made to achieve the State' s strategic objectives and performance goas
for its CHIP program(s)?

Please complete Table 1.3 to summarize your Stat€’ s strategic objectives, performance goals,
performance measures and progress towards meeting godls, as specified in the Title XXI State
Plan. Be as specific and detailed as possible. Use additional pages as necessary. Thetable
should be completed as follows:

Columnl. Listthe Stat€ s strategic objectives for the CHIP program, as specified in the
State Plan.

Column 2 List the performance gods for each strategic objective.

Column3:  For each performance god, indicate how performance is being measured, and
progress towards mesting the goa. Specify data sources, methodology, and
gpecific measurement approaches (e.g., numerator, denominator). Please
attach additiond narrative if necessary.

For each performance goa specified in Table 1.3, please provide additiona narrative discussing how
actual performance to date compares against performance goas. Please be as specific as possible
concerning your findingsto date. If performance gods have not been met, indicate the barriers or
congraints. The narrative also should discuss future performance measurement activities, including a
projection of when additiond data are likely to be available.
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Table 1.3
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Strategic Objectives Performance Goadls for Performance Measures and Progress

(as specified in Title each Strategic Objective | (Specify data sources, methodology, numerators, denominators, etc.)
XXI State Plan)

OBJECTIVESRELATED TO REDUCING TH

E NUMBER OF UNINSURED CHILDREN

Achieve ameasurable
reduction in the number
of uninsured childrenin
South Dakota.

1. Implement Medicaid
expansion to cover
uninsured children age 6
through 18 to 133% FPL
through a CHIP State Plan
on 07/01/1998, enralling
7,352 children by 06-30-
1999 and increasing
enrollment by 5% each
year after theinitid year.

Developed by the National Academy for State Health Policy

1. Narrative: An M-SCHIP plan was devel oped and submitted to HCFA on
06/05/1998 with approval being received on 08/25/1998. The plan was implemented
onJuly 1, 1998.

Data Sources: US Census Bureau Current Population Survey, 1995, 1996, 1997,
1998. SD MMIS, MR 63 June 1998 - September 1999.

Methodology: Reduce 1998 CPS basdline by actud enrollmentsin M-SCHIP.

Numerator: FFY 1998 M-SCHIP enrollment 903
FFY 1999 M-SCHIP enroliment 1,585

Denominator: FFY 1998 Basdine Uninsured children 13,000
FFY 1999 Basdline Uninsured children 10,909

Progress Summary: Reduction in uninsured children FFY 1998 7%
Reduction in uninsured children FFY 1999 15%

Narrative: Immediate reductions in the number of uninsured children occurred in 1998
asaresult of the M-SCHIP program providing creditable hedth coverage. The god

of enrolling 7,352 children in M-SCHIP after one year of operation was not met as
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2.Extend Medicaid to
uninsured children age
zero through eghteen at
Medicad digibility levels
in effect prior to 07-01-
98, enrolling 900
additiond children by 06-
30-99 and increasing
enrollment by 1% each
year after theinitid year.

Developed by the National Academy for State Health Policy

2,039 were enralled. Thisfigure represents a reduction of 16% in the number of
uninsured children. When Medicaid enrollment is factored in the number of children
ganing creditable coverage is 6,057 or 82% of the stated goal. South Dakotafeds
the origind god of 7,352 was incorrectly estimated in the State of aresult of limited
informeation available regarding uninsured children in South Dakota when the program
was designed.

2. Data Sources. US Census Bureau Current Population Survey, 1995, 1996,
1997, 1998. SD MMIS, MR 63 June 1998 - September 1999.
Methodology: Reduce 1998 CPS basdine by actuad enrollmentsin Medicaid.

Numerator: FFY 1998 Medicaid enrollment increase 1,188
FFY 1999 Medicaid enrollment increase 2,381

Denominator: FFY 1998 Basdine Uninsured children 13,000
FFY 1999 Basdline Uninsured children 10,909

Progress Summary: Reduction in uninsured children FFY 1998 9%
Reduction in uninsured children FFY 1999 22%

Narative Thegod of enrolling 900 additiond children in Medicaid was exceeded by
nearly 400%. The god was established at an unredlistic number as aresult of the
limited information on uninsured children when the program was designed.
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3. Utilizeasysematic
gpproach to identify
uninsured children with
low incomes using
Department data
resources, partnerships
with other public
programs, and locdl
involvement of interested
partiesincluding schoals,
providers, and others by
July 1, 1998 and
continuing each year.

Developed by the National Academy for State Health Policy

3. Department enrollment data, Department Field Program Specidist (FPS) reports,
Eligibility assistance offices, HCFA 64.21E report.

Methodology: Review datato show increase in enrollment, Review of FPS reports for
outreach contacts, Eligibility assistance application process.

Narrative: Internal Department methods that were usad to identify uninsured children
included direct mailings to specific households. Approximately 1,400 families that had
children under 6 on Medicaid and dso had a child 6-18 in the household who was not
on Medicad received M-SCHIP information. Applications were made avallable to
these families. The households of gpproximately 14,000 children ages 6-18 who were
on the Food Stamp Program were sent information on M-SCHIP. The Office of
Child Care Services has mailed gpproximately 2,000 information sheets regarding M-
SCHIP to child care assstance recipients, potentid child care ass stance recipients,
and Daycare providers. Thisisan ongoing effort by the Office of Child Care Services.

A newdetter with M-SCHIP information was sent to approximately 5,000 Medicaid
providers. A Web page was implemented with M-SCHIP information and a Field
Program Specialist contacts list. Contacts with Child Protection and Low Income
Energy Assstance Programs were initiated to implement digtribution of M-SCHIP
information.

Department of Socid Services Didtrict Field Program Specialists conducted
informationa meetings on M-SCHIP inlocd communities that included: Physician
clinics and offices, Hospitals, Optometry offices, Mental Hedlth Centers, School
nurses, Headstarts, County Welfare offices, Denta offices, Job Service, Minigterid
Associations, Pharmacies, Counsaling services, WIC, Children's Speciad Hedth
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Services, Schools, Day Care Centers, Community Health offices, County offices,
Extension offices, Kiwanis, Jaycees, Battered Women shelters, Homeless shdlters,
libraries, Community Hedlth Centers, public housing, Adult Education Centers, College
Student Hedlth Centers, Nursing Student programs, Senior Citizen Centers,
professond organizations, Interagency Coordinating Councils, Food Pantries, Boys
and Girls Clubs, YMCA, Chamber of Commerce, Job Training Centers, workplaces,
Laundromats, grocery stores, Community Hedlth Fairs, community events, fast food
restaurants, Salvation Army,Resource Centers for Women, Poor Relief agencies,
Urban Indian Hedlth Centers, United Way, Congressiond offices, Legd Services, Post
Office, Community banquets, banks, convenience stores, Children's Advocacy groups,
Migrant Councils, Wellness Centers, Triba agencies, BIA agencies, employers, media
including newspaper and public radio.

Other public programsinclude: Department of Health, Children's Specid Hedth
Services Program, Caring Program, Tribal agencies and BIA agencies, Headstarts,
School Lunch Program, Department of Education. Tribal involvement has included
goplications and information packets that were mailed out to their loca offices. IHS
has ds0 been awilling participant in the distribution of Title XXI enrollment meterias.
Federd Qudified Hedth Care Centers have had their saff trained to assst familiesin
the gpplication process for digible children. Initid meetings were held with the
"Hedthy Child Care America’ initiative-planning group to network M-SCHIP
information and enrollment materias. The Caring Program mailed cover |ettersto ther
284 enrolleesinforming them of the implementation of M-SCHIP.

Outreach efforts with the above providers, agencies, and community groupsisan
ongoing process as M- SCHIP continues to identify and enroll children to meet the god
of insuring children.
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4. Smplify the Medicaid
application process for
low-income children using
ashortened gpplication
and accepting mail-in
goplications by duly 1,
1998.

5. Increase the number of
Department of Socid
Services personnd to
support the enrollment of
uninsured children by 12
full ime equivaent
workers by June 30,
1999.

Developed by the National Academy for State Health Policy

4. Data Sources. Department of Socid Services/Eligibility assstance.
Methodology: Eligibility assstance offices.
Progress Summary: God met by 100%.

Narative The goplication form was smplified and shortened from 9 pagesto 3
pages. A worksheet to help figure digibility by income was added to the gpplication
aong with acounty listing of the locd offices where gpplication may be made or
information requested. Applications can be mailed into the local DSS offices. This
mall in feature, as well asthe other revisons noted above were implemented July 1,
1998.

Attachment 1. Application Form

5. Data Sources: Internd department data, SD DSS Office of Field Management
Methodology: Anadyss of casdoad due to M-SCHIP enrollees.

Progress Summary: SD has employed 14 more Full Time Equivdent (FTE) personnd
to support the enrollment and application of M-SCHIP children. Twelve FTE'sare

located in the locdl fild offices through out the state, and two are in the State office.
We have exceeded the goal.
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OBJECTIVESRELATED TO CHIP ENROLLMENT

Achieve ameasurable
reduction in the number
of uninsured children in
South Dakota.

Implement Medicaid
expangon to cover
uninsured children age 6
through 18 to 133% FPL
through a CHIP State Plan
on 07/01/1998, enrolling
7,352 children by 06-30-
1999 and increasing
enrollment by 5% each
year dfter theinitid year.

Developed by the National Academy for State Health Policy

Narrative: An M-SCHIP plan was developed and submitted to HCFA on 06/05/1998
with approva being received on 08/25/1998. The plan was implemented on July 1,
1998.

Data Sources: US Census Bureau Current Population Survey, 1995, 1996, 1997,
1998. SD MMIS, MR 63 June 1998 - September 1999.

Methodology: Reduce 1998 CPS basdline by actud enrolimentsin M-SCHIP.

Numerator: FFY 1998 M-SCHIP enrollment 903
FFY 1999 M-SCHIP enrollment 1,585

Denominator: FFY 1998 Basdine Uninsured children 13,000
FFY 1999 Basdline Uninsured children 10,909

Progress Summary: Reduction in uninsured children FFY 1998 7%
Reduction in uninsured children FFY 1999 15%

Narrative: Immediate reductions in the number of uninsured children occurred in 1998
as aresult of the M-SCHIP program providing creditable hedth coverage. The god
of enrolling 7,352 children in M-SCHIP &fter one year of operation was not met as
2,039 were enralled. This figure represents areduction of 16% in the number of
uninsured children. When Medicaid enrollment is factored in the number of children
gaining creditable coverage is 6,057 or 82% of the stated god. South Dakotafeds
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the origina god of 7,352 wasincorrectly esimated in the State of aresult of limited
information available regarding uninsured children in South Dakota when the program
was designed.

OBJECTIVESRELATED TO INCREASING MEDICAID ENROLLMENT

Achieve ameasurable
reduction in the number
of uninsured childrenin
South Dakota.

Developed by the National Academy for State Health Policy

Extend Medicaid to
uninsured children age
zero through eghteen at
Medicad digibility levels
in effect prior to 07-01-
98, enrolling 900
additiona children by 06-
30-99 and increasing
enrollment by 1% each
year after theinitid year.

Data Sources. US Census Bureau Current Population Survey, 1995, 1996,
1997, 1998. SD MMIS, MR 63 June 1998 - September 1999.

Methodology: Reduce 1998 CPS basdine by actuad enrollmentsin Medicaid.

Numerator: FFY 1998 Medicaid enrollment increase 1,188
FFY 1999 Medicaid enrollment increase 2,381

Denominator: FFY 1998 Basdine Uninsured children 13,000
FFY 1999 Basdine Uninsured children 10,909

Progress Summary: Reduction in uninsured children FFY 1998 9%
Reduction in uninsured children FFY 1999 22%

Narrative: The god of enrolling 900 additiond children in Medicaid was exceeded by
nearly 400%. The god was established at an unredlistic number as aresult of the
limited information on uninsured children when the program was designed.
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OBJECTIVESRELATED TO INCREASING ACCESSTO CARE (USUAL SOURCE OF CARE, UNMET NEED)

Improve accessto
qudity primary and
preventive hedth care
services under
Medicaid for SCHIP
eigibles new Medicaid
eigibles, and previoudy
non-enrolled children.

Developed by the National Academy for State Health Policy

Enroll dl newly approved
M-SCHIP childrenin the
South Dakota Medicaid
primary care case
management program
within 1 month of their
enrollment, beginning 07-
01-98.

Data Sources. Locd digibility workers and Managed Care System.

Methodology: Average Managed Care Participation for M-SCHIP enrollees.
Averages based on enrollment numbers from 08-01-98 through 09-30-99. July 1998
enrollment numbers were excluded due to the PCP selection time period enrollees are
permitted.

Attachment 2. Managed Care enrollment data

Progress Summary: 98.6% of the M-SCHIP children have a Primary Care Provider
(PCP) by the start of the second month of enrollment, either chosen by the gpplicant or
assigned by Managed Care (MC) gtaff if not chosen. A few children are exempt from
Managed Care for specific reasons such as enrollment in boarding school, custody of
gtate agency, or if they have acomplex life threatening disease and are in specidized
medical care programs. Due to these exceptions we fed we the god should be revised
to 97%.

Narrative: Recipients areinformed of Primary Care Case Management (PCCM)
opportunities when their gpplications are approved. Recipients receive a PCCM
information sheet that explains the MC program and how to access services within the
guidelines of the MC program, dong with alist of the PCPswho are participating in
the program. A recipient is gven aminimum of 10 daysto sdect aPCP, if aPCPis
not chosen within 30 days, a PCP is assigned by the MC program staff.
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OBJECTIVESRELAT

ED TO USE OF PREVENTIVE CARE (IMMUNIZATIONS, WELL-CHILD CARE)

Improve accessto
quaity primary and
preventative hedth care
services under
Medicaid for SCHIP
eigibles, new Medicad
eigibles, and previoudy
non-enrolled children.

1.Ensure each new
SCHIP enrollee and New
Medicad digibles receive
EPSDT information & the
timethar digibility is
approved.

1. Daa Sources: Locd Eligibility Assstance/DSS workers.

Methodology: Packet of EPSDT information given to Medicaid and M-SCHIP
enrollees.

Progress Summary: All new enrollees are sent thisinformation as part of the enrollment
process.

Narrative The changes in the enrollment process make it no longer necessary to have
afaceto face interview to apply for Medicaid and M-SCHIP. As aresult necessary
information with a cover letter ismailed to the recipient households. Included in this
packet of information is a brochure explaining and promoting the "Hedthy Kids Klub".
The Hedthy Kids Klub program promotes preventative hedthcare services through the
EPSDT program. The following information is aso included in the packet: Rights and
Respongbilities- Medicd Programs information sheet, Managed Care Sdlection
Form, Primary Care Provider List(specific to applicants location), The South Dakota
Medicaid Managed Care Program information sheet, Emergency Room Services
information, South Dakota Medicaid Covered Services and Payment Information
sheet, Hedlthy Kids Klub brochure, and afacamile of the Medicaid card.

Keeping recipient households informed of immunizations and well childcare vists that
are age gppropriately due is done by reminder letters. An average of 6,688 reminder
notifications are sent out to Medicaid and M-SCHIP households per month. An
immunization project is currently in progressin an effort to increase immunization rates
of recipients, and notices are being sent to providers giving them lists of recipients who
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2. Develop aquality
measurement mechanism
that includes measures of
immunization, wel
childcare, adolescent well
care, satisfaction and other
measures of hedlth care

qudity.

are ddinquent on thar immunizations
Attachment 3: Hedlthy Kids Klub brochure and EPSDT Notification Letter

2. Data Sources. South Dakota Immunization Information System, MMIS,
Department M-SCHIP survey.

Methodology: Focused review of each identified area resulting in a report.
Numerator: 9 reports
Denominator: 9 reports

Progress Summary: Measures completed for each of the identified performance
measures in the sate plan.

Narrative: In future years the M-SCHIP studies may be broadened.

Attachments 4 through 12 : #4 Immunization Study, #5 Wl Child Care Study,

#6 Optometric Study, #7 Mentd Hedlth Study/Eating Disorders, #8 Asthma
Study(ER uitilization and Appropriate Medication), #9 Substance Abuse Study, #10
Dental Study, #11 Satisfaction of Health Care/Department Survey 1998 and #12
Satisfaction of Hedth Care/Department Survey 1999.
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OTHER OBJECTIVES

Develop better
measurement
cgpabilities of hedth
insurance coverage,
hedlth care service
avalability and quality
to children in South
Dakota.

1. Develop survey
cagpabilitieswith the
Department of Hedlth to
measure the insurance
coverage of childrenin
South Dakota by 07-01-
98.

2. Modify the MMISto
make M-SCHIP tracking
and reporting capabilities
avallable to measure
enrollment, service,
utilization, and overdl
program effectiveness.

1. Data Sources. Department of Hedlth/ 1999 Behaviord Risk Factor Surveillance
System Survey (BRFSS).

Progress Summary: BRFSS is underway and collecting information with quarterly
reports being generated.

Narrative: The BRFSS is an ongoing telephone hedth survey funded by the Federd
Centers for Disease Control and Prevention that is conducted in dl fifty states, the
Didtrict of Columbia and three territories.

Specific insurance coverage questions were developed and put into operation in the
exiging BRFSS survey sarting January 1998 and significantly expanded in January
1999. The datais provisiond at thistime and not yet ready to be used for basdine
andyss.

Attachment # 13: BRFSS surveys 1998 and 1999.

2. Data Sources: MMIS, HCFA forms 64.EC and 64.21E.

Methodology: Modification of MMISto record and report M-SCHIP data.

Progress Summary: System has been modified to include the M-SCHIP children asa
digtinct category of digibles, enabling dl MMIS functions.

Narrative: Numbers of children enrolled can be tracked for reporting purposes to
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3. Develop capability to
measure access to

coveragefor Indian
children in South Dakota
by working jointly with the
Indian Hedlth Service,
Tribal governments and
Urban Indian Hedlth
dinics by 07-01-00.

HCFA. Clamsinformation isavailable on M-SCHIP recipients. Thiswill continue to
be a source of information for M-SCHIP.
3. Data Sources: Managed Care Provider Enrollment

Methodology: Review of Primary Care Provider enrollment locations and casdoad
digtributions for M-SCHIP recipients. Enrollment report data.
Attachment # 14: Indian Hedlth Service Primary Care Provider (PCP) List

Progress Summary: Maintaining a data base on the number and location of providers
including IHS and UIH facilities that serve as PCP's to our managed care recipients.
Ongoing efforts to develop an information exchange system with IHS facilities to utilize
thelr immunization data for our Satewide immunization project.

All 20 IHSfacilities in south Dakotaand 1 IHS facility in North Dakota aong with two
UIH fadilitiesin the date are participating as PCPs. The American Indian M-SCHIP
recipients are given the opportunity to select the PCP of their choice. They can

receive sarvices a IHS and UIH facilities even if they have not selected those
providers as their PCP.

Narrative: There are 35.5% or 244 American Indian M-SCHIP recipients usng IHS
and UIH fadilities as of 03-01-00. Our department isworking with IHSto develop a
database on Immuni zations and a grant proposd to interface data exchange on
immunizations. Thiswill enable andys's of access to services and sharing of
immunization data for this populaion.
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SECTION 2. BACKGROUND

This section is designed to provide background information on CHIP program(s) funded through Title
XXI.

2.1 How aeTitle XXI funds being used in your State?

211 Ligdl programsin your State that are funded through Title XXI. (Check dl that
apply.)

_X_ Providing expanded digibility under the State’ s Medicaid plan (Medicad CHIP
expanson)

Name of program: __South Dakota Children's Hedlth Insurance Program

Date enrollment began (i.e., when children first became digible to receive
Services): 07-01-98

___ Obtaining coverage that meets the requirements for a State Child Hedlth Insurance
Plan (State-designed CHIP program)

Name of program:

Date enrollment began (i.e., when children first became dligible to recelve
services):

____ Other - Family Coverage

Name of program:

Date enrollment began (i.e., when children first became digible to receive
services):

____ Other - Employer-sponsored Insurance Coverage

Name of program:

Date enrollment began (i.e., when children first became dligible to recelve
services):
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___ Other - Wraparound Benefit Package

Name of program:

Date enrollment began (i.e., when children first became ligible to recelve
services):

___ Other (specify)

Name of program:

Date enrollment began (i.e., when children first became digible to receive
services):

2.1.2 If State offersfamily coverage: Please provide abrief narrative about requirements
for participation in this program and how this program is coordinated with other CHIP
programs.  NA

2.1.3 If State hasabuy-in program for employer-sponsored insurance: Please provide
abrief narrative about requirements for participation in this program and how this
program is coordinated with other CHIP programs.  NA

2.2  Wha environmentd factorsin your State affect your CHIP program?
(Section 2108(b)(1)(E))

2.2.1 How did pre-exigting programs (including Medicaid) affect the design of your CHIP
program(s)?

The South Dakota Medicaid program greetly influenced the design of the M-SCHIP programin
South Dakota. The most significant factor contributed by the Medicaid program was the
avallability of covered benefits that were gppropriate for the hedth care of children. This benefit
package included the availability of broad dental, optometry services, and many other services
under EPSDT, aswell as some services provided by schools. Another very sgnificant factor
consdered in the design of our M-SCHIP program was the ability to equaize digibility for dl
children in families at 133% of FPL (Federd Poverty Level). The availability of a PCCM
managed care congtruct in Medicaid was a so recognized as a desirable benefit for M-SCHIP
children.
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The avalability of an established service ddivery network and existing adminigtrative structure
also offered numerous advantages that were considered in the design of the M-SCHIP program.
Mot notably the short time frame required to implement a statewide program and the limited
additiona adminigtrative expenditures that were required influenced the selection of aMedicad
expanson as M-SCHIP program.

The strong direct care presence of the Indian Hedlth Service in South Dakotawas aso an
influencing factor in the design of the South Dakota M-SCHIP program.  With many potentia
beneficiaries of M-SCHIP sarvicesin South Dakota being digible for servicesfrom the IHS, a
program that collaborated effectively with the IHS was essentid.  South Dakota Medicaid did
have the participation history with IHS providers and American Indian beneficiaries so that the
IHS could continue to play akey role in outreach and providing services to American Indian
children under M-SCHIP.

2.2.2 Wereany of the preexigting programs “ State-only” and if so what has happened to
that program?

_X_No pre-exiging programs were “ State-only”

____ Oneor more pre-existing programs were “ State only” ¥ Describe current status
of program(s): Isit ill enralling children? What isitstarget group? Wasit
folded into CHIP?

2.2.3.  Describe changes and trends in the State Snce implementation of your Title
XXI program that “affect the provison of accessible, affordable, quality hedth
insurance and hedlthcare for children.” (Section 2108(b)(1)(E))

During the short time period that has dapsed in M- SCHIP implementation the
hedlth care environment in South Dakota has remained relaively stable. The
key gainsin promoting access to affordable hedth care for children has been the
M-SCHIP and associated Medicaid expansion.

The hedlth care ddivery system in South Dakota continues to change as severa
large provider based networks of hospitals and physician practices continue to
expand throughout the sate. The ddivery system is aso continuing to seean
increase in the number of specidized hospita service providersin certain larger
markets of the state. Accessto hedlth carein rurd areas continues to be a
chalenge in South Dakota so thet affordable hedlth care is available statewide.

Managed care dill has alimited impact in South Dakota. The most recent
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managed care inroads have been in the development of Medicare Plus plans
amed primarily at seniors rather than the generd population or children.

The hedlth care system in South Dakota continues to be very concerned over the
financid pressures associated with Medicare BBA reductions and the discounts sought
by private sector payors.

Recent years have not seen the government driven hedlth care reforms that were
present nationally and in South Dakota during the middle 1990's like HIPAA,
PRWORA, and BBA. Mos of the reforms under these acts were initiated prior to M-
SCHIP and implementation continues through the time period covered by this report.
Statewide healthcare reforms have been limited in scope.

Examples arelisted below. Check al that gpply and provide descriptive narrétive if
gpplicable. Please indicate source of information (e.g., news account, evauation
study) and, where available, provide quantitative measures about the effects on your
CHIP program.

_X_Changesto the Medicaid program

___ Presumptive digihility for children

__ Coverage of Supplemental Security Income (SS1) children

___ Provison of continuous coverage (specify number of months )
_X_ Elimingion of assetstests

_X_ Hlimination of face-to-face digihility interviews

_X_ Easing of documentation requirements

Along with the above changes the application process has been made easier for
gpplicants. The gpplication has been smplified by making it shorter and offering mail in
goplications. Applications are aso available at various community and provider
locations. Another positive feature is the same Caseworker that determines M-SCHIP
digibility aso determines digibility for other programs for low-income families such as
Food Stamps, TANF and Medicaid. The Caseworkers were able to identify families
who had children that might meet the M-SCHIP digibility guideines. See 1.2 for
enrollment growth in M-SCHIP and Medicaid since the implementation of M-SCHIP.

_X__Impact of welfare reform on Medicaid enrollment and changes to AFDC/TANF
(specify)
Based on Urban Indtitute estimates (Attachment #15), South Dakota was one of
only 10 states that had increasesin Medicaid enrollment for FY 1995-1997 when

Wedfare Reform was taking place. The South Dakota computer system was
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revised to separate TANF and Medicad digibility to assure Medicaid digibles
were not "log" during the trangtion.

___ Changesin the private insurance market that could affect affordability of or
accessihility to private hedth insurance

Hedlth insurance premium rate increases

Legd or regulatory changes related to insurance

Changesin insurance carrier participation (e.g., new carriers entering
market or existing carriers exiting market)

Changes in employee cost-sharing for insurance

Availability of subsdies for adult coverage

Other (specify)

___ Changesin the ddlivery system

Changes in extent of managed care penetration (e.g., changesin HMO,

IPA, PPO activity)
Changes in hospital marketplace (e.g., closure, converson, merger)
Other (specify)

___ Deveopment of new health care programs or services for targeted low-income

children (specify)

____ Changesin the demographic or socioeconomic context

Changes in population characterigtics, such asracid/ethnic mix or
immigrant Satus (oecify)
Changesin economic circumstances, such as unemployment rate (Specify)

Other (specify)
Other (specify)
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SECTION 3. PROGRAM DESIGN

This section is designed to provide a description of the dements of your State Plan, indluding digibility,
benefits, ddivery system, cost-sharing, outreach, coordination with other programs, and anti-crowd-out

provisons.
3.1 Whoisdigible?

311

Describe the standards used to determine dligibility of targeted low-income children for

child hedlth assstance under the plan. For each standard, describe the criteria used to
apply the standard. If not applicable, enter “NA.”

Table 3.1.1
Medicaid Medicaid CHIP Other
CHIP Expansion Expansion Program State- CHIP
Program I mplemented 07-01- designed | Program*
I mplemented 07-01- 1998: Amended 04-01- | CHIP
1998 1999 Program
Geographic area served by
the plan Statewide Statewide NA NA
(Section 2108(b)(1)(B)(iv))
Age 6 through 18 6 through 18
0 through 5 NA NA
Income (define countable 100>133% FPL 6 through 18 between
income) * 100>140% FPL NA NA
0 through 5 between
133>140% FPL
Resources (including any
standards relating to spend Not Counted Not Counted NA NA
downs and disposition of
resources)
Residency requirements Resident of South Dakota | Resident of South
Dakota NA NA
Disability gatus Not afactor. Not afactor. NA NA
Access to or coverage under | May not be covered at May not be covered at
other hedlth coverage time of gpplication. time of gpplication. NA NA
(Section 2108(b)(1)(B)(i))

! See Addendum to Table 3.1.1 at end of this document.
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Other standards (identify and | Must meet US Citizenship | Must meet US
describe) 2 requirements of the Citizenship requirements | NA
Medicaid program. of the Medicaid program.

2 UScitizen or meet certain requirement if an alien.

*Make a separate column for each “ other” programidentified in Section 2.1.1. Toadd a
column to a table, right click on the mouse, select “ insert” and choose “ column” .
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3.1.2 How often is eligibility redetermined?

Table 3.1.2
Redetermination Medicaid CHIP Expanson | State-designed Other CHIP
Program CHIP Program Program*
Monthly Families are required to
report changes in income or
crcumsgtancesif changefrom| NA NA
initia application, otherwise
yearly review.
Every 9x months NA NA NA
Every tweve months Full redetermination. NA NA
Other (specify) NA NA NA

*Make a separate column for each “other” program identified in Section 2.1.1. Toadd acolumnto a
table, right click on the mouse, select “insert” and choose “column”.

3.1.3 Isdigibility guaranteed for a specified period of time regardless of income changes?
(Section 2108(b)(1)(B)(Vv))

____Yes < Which program(s)?

For how long?
X_No

3.1.4 Doesthe CHIP program provide retroective digibility?
_X_Yes © Which program(s)? _M-SCHIP

How many months look-back? _3 months back if digible,
the same as Medicaid.

___No

3.1.5 Doesthe CHIP program have presumptive digibility?

___Yes 2 Which program(s)?
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Which populations?

Who determines?
X No

3.1.6 Do your Medicaid program and CHIP program have ajoint application?

X Yes

Isthe joint gpplication used to determine digibility for other State
programs? If yes, specify.

X ___No However, if anindividud is gpplying for the TANF and/or Food Stamp
programs, that more comprehensive application may be used to aso gpply for M-
SCHIP and Medicaid.

3.1.7 Evduate the strengths and weaknesses of your eligibility determination processin
increasing creditable hedlth coverage among targeted low-income children

The Eligibility determination process has been greetly strengthened because of the
samplified goplication process and the shortened application form. This makes it much
easer for the gpplicant to enroll in the program. Another positive aspect isthe same
Department of Social Service (DSS) Casaworker that determines M-SCHIP digibility
aso determines digihility for other programs for low-income families such as Food
Stamps, TANF and Medicaid. Thisfeatureinsures referra to other programs thet are
available for the families. The information used for a Food Stamp and/or TANF
gpplication can be used to determine M-SCHIP and/or Medicaid digibility thus
eliminating duplication in the application processes. The caseworkers are available to
assig in the completion of the application and are encouraged to re-contact the families
that make an M- SCHIP application and do not complete the application process.
Documentation verification requirements are minimal and include earned and unearned
income, and child support paymentsif they are not through the State Child Support
office.

Attachment # 1. Application form

The Department M-SCHIP surveys sent to familiesin December 1998 and December
1999 netted positive response rates of 95% and 98% respectfully in regardsto the
guestion about the ease of the gpplication process.  We contribute this high rate of
positive responses to the changes that were made in the gpplication process and
aoplication making it eeder for familiesto enroll in M-SCHIP and Medicaid.
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3.2

NOTE:

3.1.8

South Dakota M-SCHIP enrollment begins effective the date of approval. M-SCHIP
coverage begins the 1¥ day of the month of agpplication, or three months prior if

eigible. A study of M-SCHIP applications (01/01/1999 - 02/15/2000) showed that
the average number of days pending an application was 16.39.

The following table shows the length of time to process an gpplication and supports our
conclusion that it is an effective process.

641 cases processed from 01-01-1999 - 02-15-2000
Processing (pending) days Percentage of cases processed
0-10 48%
11-20 18%
21-30 15%
31-45 19%

Evauate the strengths and weaknesses of your eligibility redetermination processin
increasing creditable hedlth coverage among targeted low-income children. How does
the redetermination process differ from the initia eigibility determination process?

The redetermination process mirrors the initia gpplication process and has many of the
same advantages. M-SCHIP redetermination is annud, and utilizes the same forms as
theinitid digibility determination process. An added benefit in redetermination is that
the caseworker gets the materid to the family to complete in the month prior to the
month the redetermination isdue. Casaworkers are encouraged to contact the family if
there is no response back from the family during the redetermination process.

What benefits do children receive and how is the delivery system structured?
(Section 2108(b)(1)(B)(vi))

321

Bendfits

Please complete Table 3.2.1 for each of your CHIP programs, showing which benefits
are covered, the extent of cost sharing (if any), and benefit limits (if any).

To duplicate atable: put cursor on desired table go to Edit menu and chose “sdlect”
“table” Oncethetableis highlighted, copy it by selecting “copy” in the Edit menu and
then “paste” it under thefird table.
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Table 3.2.1 CHIP Program Type

Medicaid CHIP Expansion

Benefit IsService | Cost-Sharing (Specify)

Covered? Benefit Limits (Specify)
(T =yes)

Inpatient hospital services T

Emergency hospital services

Outpatient hospital services T

Physician services T

Clinic services T

Prescription drugs T

Over-the-counter medications No

Outpatient laboratory and T

radiology services

Prenatal care T

Family planning services T

Inpatient mental health services | T Prior authorization required.

Outpatient mental health services | T Unlimited from physicians and community hedlth centers; limited to
40 hours of individud therapy from other professondsin a 12-
month period.

Inpatient substance abuse T Under EPSDT South Dakota covers inpatient treatment up to 45

treatment services days per year. Days may be extended if determined medicaly
necessary by Divison of Drug and Alcohol, Department of Human
Services.

Residential substance abuse T Inpatient services are limited to 45 days in a 12-month period.

treatment services
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Outpatient substance abuse
treatment services

—

Under EPSDT South Dakota covers outpatient trestment up to 60
hours in a 12-month period.

Durable medical equipment

A limited number of devices require prior authorization.

Disposable medical supplies

Preventive dental services

Restorative dental services

When medicdly necessary.

Hearing screening

Hearing aids

Vision screening

Corrective lenses (including
eyeglasses)

Developmental assessment

Immunizations

Well-baby visits

Well-child visits

Physical therapy

Speech therapy

Occupational therapy

Physical rehabilitation services

Podiatric services

Chiropractic services

—| | A A A Al A A A =] A =114 A 4] 4] 4

Only manua manipulation of the spine. Limited to 30 vigts per 12-
month period.

Medical transportation
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Home health services

Nursing facility

ICF/MR

Hospice care

Private duty nursing

Prior authorization.

Personal care services

Habilitative services

Case management/Care
coordination

—| <] 4] 4

PCCM-PRIME Waiver 1915B (1) Attachment # 16 South
Dakota Managed Care Waiver

Non-emergency transportation

Interpreter services

No

Other (Specify)

Other (Specify)

Other (Specify)

NOTE: To duplicate atable: put cursor on desired table go to Edit menu and chose “sdlect” “table” Once the table is highlighted, copy it by
selecting “copy” in the Edit menu and then “paste’ it under thefirgt table.
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Scope and Range of Hedlth Benefits (Section 2108(b)(1)(B)(ii))

Please comment on the scope and range of health coverage provided, including the
types of benefits provided and cost- sharing requirements. Please highlight the leve of
preventive services offered and services available to children with specia hedth care
needs. Also, describe any enabling services offered to CHIP enrollees. (Enabling
sarvices include non-emergency trangportation, interpretation, individua needs
assessment, home visits, community outreach, trandation of written materias, and other
sarvices designed to facilitate access to care.)

Children enrolled in the M-SCHIP program in South Dakota may receive dl of
the covered sarvices available to Medicaid recipients including the EPSDT
services. These servicesinclude al the mandatory Medicaid services and number
of optiond services as highlighted in 3-2-1.

Physician Services— Mandatory

Podiatry — Optional

Rura Health Clinics— Mandatory

Psychol ogists — Optional

Federally Qualified Health Centers-
Mandatory

Clinic Services— Optional

I npatient — Mandatory

Physical Therapy — Optional

Outpatient — Mandatory

Speech Therapy — Optional

Other Medical — Mandatory

Prescription Drugs— Optional

Ambulance — Mandatory

Nursing Services— Optional

Medical Equipment — Mandatory

Optical (Eyeglasses) — Optional

Crossovers — Mandatory

Prosthetic Devices— Optional

EPSDT Screening— Mandatory

Clinic Servicesfor At-risk Pregnant Women — Optional

EPSDT Dental — Mandatory

Chiropractic Services— Optional

EPSDT Optometric — Mandatory

Adult Dental — Optional (except adult surgical)

EPSDT Treatment — Mandatory

Optometrists — Optional

Part A Premiums— Mandatory

Renal Disease - Optional

Part B Premiums— Mandatory

BBA Expanded SMI — Mandatory

Indian Health Services— Mandatory

Included in these services are afull range of preventive and trestment services under
EPSDT. Included with preventive services are physician screenings, menta hedlth
screenings, dental, optometric, speech and hearing screenings, and immunizations.
Included as EPSDT treatment services are afull array of denta servicesincluding
necessary orthodontic, vison services, speech therapy, and hearing devices. Substance
abuse and mental hedlth treatment services include inpatient psychiatric hospita,
inpatient psychiatric facility, resdentid trestment services, and inpatient chemica
dependency services. Outpatient menta health and substance abuse treatment services
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are covered, including physician, psychologist, certain socid workers, counsdlors,
community menta hedlth centers and outpatient chemica dependency providers.
EPSDT aso provides coverage of certain transplant procedures and other medically
necessary services beyond the norma scope of covered Medicaid benefits.

Most services provided under M-SCHIP are under Primary Care Case Management
(PCCM) program operated under 1915(b) waiver authority. Within 30 days of
enrollment in the M-SCHIP program, families must choose a primary provider from a
list of South Dakota physicians that includes family and generd practice, obstetricians,
gynecologigts, pediatricians, and internigts. Indian Health Service facilities, Federaly
Qudified Hedth Centers, and Rurd Hedlth Clinics are dso available as primary care
providers. Services of amedica nature are included as a managed care service and non
medica services such as dentd, optometry, chiropractic, emergency, and family
planning services are outside the scope of managed care and enrollees have free choices
of providers. All services are reimbursed on afee for services basis.

Attachment # 17: Managed Care Referral Card and Information Sheet

Developed by the National Academy for State Health Policy



3.2.3 Ddivery Sysem

Identify in Table 3.2.3 the methods of delivery of the child hedth assistance using Title
XXI funds to targeted low-income children. Check dl that apply.

Table 3.2.3
Type of delivery sysem Medicaid CHIP State-designed Other CHIP
Expanson Progran | CHIP Program Program*
Yes NA NA
A. Comprehensive risk
managed care organizations NA NA NA
(MCOs)
Statewide? ___Yes ___No ~_Yes __ _No | __Yes No
NA NA NA
Mandatory enrollment? __Yes ___No ~_Yes __ No|__Yes No
NA NA NA
Number of MCOs NA NA NA
B. Primary care case
management (PCCM) program
Yes NA NA
C. Non-comprehensve risk
contractors for selected services | Yes- DdtaDentd of NA NA
such as menta hedlth, dentd, or | South Dakota
vison (specify servicesthat are
carved out to managed care, if
applicable)
D. Indemnity/fee-for-service
(specify sarvicesthat are carved | All services are Fee NA NA
out to FFS, if applicable) For Service
E. Other (specify) NA NA NA
F. Other (specify) NA NA NA
G. Other (specify) NA NA NA

*Make a separate column for each “other” program identified in Section 2.1.1. To add acolumnto a
table, right click on the mouse, sdlect “insert” and choose “column”.
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3.3 How much does CHIP cost families?

3.3.1 Iscos sharing imposed on any of the families covered under the plan? (Cost sharing

includes premiums, enrollment fees, deductibles, and coinsurance/
copayments, or other out-of- pocket expenses paid by the family.)

X No, skip to section 3.4

___Yes, check dl that apply in Table 3.3.1

Table 3.3.1

Type of cost-sharing

Medicaid
CHIP Expansion Program

State-designed
CHIP Program

Other CHIP
Program*__

Premiums

Enrollment fee

Deductibles

Coinsurance/copayments**

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. Toadd a
column to atable, right click on the mouse, sdlect “insart” and choose “column”.
**See Table 3.2.1 for detailed information.

3.3.2 If premiumsare charged: What istheleve of premiumsand how do they vary by
program, income, family size, or other criteria? (Describe criteria and atach schedule)
How often are premiums collected? What do you do if familiesfall to pay the
premium? |sthere awaiting period (lock-out) before afamily can re-enroll? Do you
have any innovative gpproaches to premium collection?

3.3.3 If premiumsare charged: Who may pay for the premium? Check dl that apply.
(Section 2108(b)(1)(B)(iii))

Employer
Family
Absent parent

Developed by the National Academy for State Health Policy




334

335

3.36

3.3.7

3.3.8

3.39

Private donations/sponsorship
Other (specify)

If enrollment feeis charged: What isthe amount of the enrollment fee and how
does it vary by program, income, family size, or other criteria?

If deductibles are charged: What isthe amount of deductibles (pecify, including
variations by program, health plan, type of service, and other criteria)?

How are families notified of their cost- sharing requirements under CHIP, including the
5 percent cap?

How isyour CHIP program monitoring that annual aggregate cost-sharing does not
exceed 5 percent of family income? Check al that apply below and include a narrative
providing further details on the gpproach.

Shoebox method (families save records documenting cumulative level of cost
sharing)

Hedlth plan adminigtration (hedth plans track cumulative level of cost sharing)
_Audit and reconciliation (State performs audit of utilization and cost sharing)

___ Other (specify)

What percent of families hit the 5 percent cap since your CHIP program was
implemented? (If more than one CHIP program with cost sharing, specify for each

program.)

Has your State undertaken any assessment of the effects of premiums on participation
or the effects of cogt sharing on utilization, and if S0, what have you found?

3.4  How do you reach and inform potentia enrollees?

34.1

What client education and outreach approaches does your CHIP program use?

Please complete Table 3.4.1. Identify dl of the client education and outreach
approaches used by your CHIP program(s). Specify which approaches are used
(T=yes) and then rate the effectiveness of each gpproach on ascae of 1 to 5, where
1=lesst effective and 5=mogt effective.
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Table 3.4.1

Approach Medicaid CHIP Expansion State-Designed CHIP Program Other CHIP Program*
Yes NA NA

T=Yes Rating (1-5) T =Yes Rating (1-5) T=Yes Rating (1-5)

Billboards No NA

Brochures/flyers T

Direct mail by State/enrollment T(By Sate only

broker/administrative contractor not contractor)

Education sessions T 5

Home visits by State/enrollment No NA

broker/administrative contractor

Hotline T 3

1-800- Number

Incentives for education/outreach staff No NA

Incentives for enrollees No NA

Incentives for insurance agents No NA

Non-traditional hoursfor application NoO NA

intake

Prime-time TV advertisements No NA

Public access cable TV T 2

Public transportation ads No NA
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Radio/newspaper/TV advertisement and T 2
PSA's

Signs/posters T 3
State/broker initiated phone calls No NA
Other (specify) Collaboration with other T 4
State programs and departments

*Make a separate column for each “other” program identified in section 2.1.1. To add a column to atable, right click on the mouse, select
“insart” and choose “column”.
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34.2 Where does your CHIP program conduct client education and outreach?

Please complete Table 3.4.2. Identify dl the settings used by your CHIP program(s) for
client education and outreach. Specify which settings are used (T =yes) and then rate the
effectiveness of each setting on ascade of 1to 5, where 1=least effective and 5=most
effective.
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Table 3.4.2

Setting

Medicaid CHIP Expansion

State-Designed CHIP Program

Other CHIP Program*

1
<
B

Rating (1-5)

T =Yes Rating (1-5)

Rating (1-5)

Battered women shelters

Community sponsored events

Beneficiary’ shome

Day care centers

Faith communities

Fast food restaurants

Grocery stores

Homeless shelters

Job training centers

Laundromats

Libraries

Local/community health centers

Point of service/provider locations

Public meetings/health fairs

I R I R I e e R e e
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Public housing

Refugee resettlement programs

Schools/adult education sites

Senior centers

Social service agency

Workplace

Other (specify) Professional newsletters

Other (specify) Professional organizations

Other (specify) Interagency Coordinating
Councils

Other (specify) Food Pantries

Other (specify) Local/County governmental
agencies/representatives

Other (specify) Boys/Girls clubs’Y MCA

Other (specify) Headstarts

Other (specify) Mental Health
Clinics/Counseling Services

Other (specify) Colleges/Student Health

Other (specify) Chamber of Commerce

Other (specify) Salvation Army

Other (specify) Community Groups/Jaycees

Other (specify) ICAP

I I I e e e e e e e e
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Other (specify) Resource Centersfor Women

Other (specify) Poor Relief agencies/or Other
organizations
Other (specify) Urban Indian Health Centers

Other (specify) United Way

Other (specify) Congressional offices

Other (specify) Legal Services

Other (specify) Post Office

Other (specify) Community Banquets

Other (specify) Banks

Other (specify) Laundromats/Gas stations/
Convenience stores
Other (specify) Wellness Centers

Other (specify) Food Pantries

Other (specify) Refugee Community leaders/
Migrant Councils
Other (specify) Children's Advocacy Groups

Other (specify) WIC/Community Health
Offices

Other (specify) Tribal agencies/BIA agencies
and contacts

I I I e e e e e e e e L .
Al B D] WO B WO NI DN DI DNI DN DN W] A ®

*Make a separate column for each “other” program identified in section 2.1.1.  To add a column to atable, right click on the mouse, sdlect
“insart” and choose “column”.
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34.3 Describe methods and indicators used to assess outreach effectiveness, such as the number of
children enrolled relative to the particular target population. Please be as specific and detailed
aspossible. Attach reports or other documentation where available.

Growthin TOTAL Children covered by Title XXI and Title X1X

Since June 1998(06- 19-98 through 09-30-99) the number of children (excluding SSI children) in South
Dakota on Medicaid including those enrolled in M-SCHIP increased by 7,492 which isa21% increasse
intotal enrolled children. Thetotal Medicaid enrollment of children for FFY 1998 Third Quarter was
34,890. The combined enrollment numbers as of 09-30-99 for both

M-SCHIP and Medicaid is 42,382 children, conssting of 2,489 enrolled in

M-SCHIP and 39,894 children enrolled in Title X1X Medicaid. Title X1X, Medicaid program has seen
an increase of 5,004 children in dl program digibility categories for a 14% increase in enrollment during
the period 07-01-1998 through 09-30-1999.

M -SCHIP Enrollment

The following table illudtrates the growth in monthly enrollment for dl M-SCHIP

children from July 1998 to September 1999, and enrollment for the total Medicaid
population of children including M-SCHIP enrollees by age categories.  The June 1998
data does not reflect M-SCHIP data, as M-SCHIP began July 1, 1998. However under
the column 'Totd Medicaid Children including M-SCHIP by Age Categories June 1998
datais included to show the increase in enrollment after the initiation of M-SCHIP. The
datafor the following table was obtained from MMIS.

M-SCHIP Children Total Total Medicaid Children
Enrollment by Age Categories including M-SCHIP by Age
Categories (noM-SCHIP
for 6-98)
0-5 13-18 | Total
15,807 4891 | 34,890
15,955 6018 | 36,754
16,039 6189 | 37,495
16,167 6359 | 38,135
16,248 6472 | 38,628
16,328 6530 | 38,924
16,481 672 | 39,559
16,513 6839 | 39,887
16,626 7012 | 40,450
16,760 7176 | 40,970
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American Indian Enrollment

Many American Indian children have been enralled in Medicaid and M- SCHIP since the inception of
the program in July of 1998. Many of the American Indian enrollees live in reservation areas of South
Dakota where poverty isextreme. As aresult a dioroportionate number of American Indian children
aredigible for benefits when compared to the rest of the South Dakota population.

The enrollment data shows 501 American Indian children were enrolled into M-SCHIP and 1,881
American Indian children have been added to Medicaid for this reporting period. The American Indian
children represent 20 % of the total M-SCHIP enrollment.  We fed the outreach to this targeted
population has been successtul in enrolling children into both programs.

The following table illugrates the growth in monthly enrollment for American Indian

children from July 1998 to September 1999. The June 1998 data does not reflect M-
SCHIP data, as M-SCHIP began on duly 1, 1998. However under the column 'ALL
Medicad American Indian Children Monthly Enrollment by Age Categories, June 1998
dataisincluded as a starting point. The data for the following table was obtained from MMIS.

M-SCHIP American Indian All Medicaid American Indian
Children Monthly Enrollment by Children
Age Categories (Including M -SCHI P except for 6-98)
Monthly Enrollment by Age
Categories
0-5 6-12 | 13-18 | Tota
6230 | 7171 2464 | 15,865
6303 | 7323 2888 | 16,514
6342 | 7441 2960 | 16,743
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34.4 Wha communication gpproaches are being used to reach families of varying ethnic backgrounds?

By far American Indian persons are the largest minority in South Dakota. South Dakotas total population is
approximately 7% American Indian. The mgority of this population resdes on the nine reservationsin the
date, and for this reason there has been significant consideration in targeting outreach to this population as
follows

A Triba Consultation meeting was held April 1999 with officids from each Triba government, and
representatives from IHS invited. The Department of Socid Services has dso invited representatives from
IHS and Triba governments to be on the Medicaid Advisory Committee that meets quarterly. Wefed this
has been a successful method to include American Indian representation for M-SCHIP and plan to continue
this effort.

The Rosebud Indian Reservation requested training specificaly for the Community Hedlth Representatives
(CHR's) regarding M-SCHIP. Thiswas done by a Department of Socid Services supervisor in addition to
the training that was conducted for loca outreach in the community. The M-SCHIP radio ad that aired
statewide was provided to the Rosebud radio station, KINI, and was tailored to the American Indian
population in that area.

A radio announcement to promote M-SCHIP to al children that might be eigible was aired in November
1998 on networks that reached communities throughout the state. There were two hundred twenty five
purchased advertisng times as well as free public service announcement spots.

Attachment # 18: Radio ads and coverage areas.

The M-SCHIP poster and brochure were designed with a culturaly sensitive logo to represent children of
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varying ethnic backgrounds in an effort to convey that dl children can gpply for the program. Attachment #
19: Brochure,

All DSS offices have palicies and procedures in place that they can rely on to communicate with limited
English proficient (LEP) persons. One geographica area (Minnehaha County) contains the vast mgority of
limited English proficient persons residing in South Dakota and therefore has taken the most active approach
in providing interpreter services. The LEP policies and procedures were reviewed and accepted by the
Department of Hedth and Human Services /Office Ingpector Generd/Office for Civil Rights.

Attachment # 20: DSS Effective Communication Policy and Procedures.

Wefed that we are reaching the various geographic and minority populations of South Dakota and
that Community based outreach methods have been successful.

3.4.5 Haveany of the outreach activities been more successful in reaching certain populations? Which methods
best reached which populations? How have you measured their effectiveness? Please present quantitative
findings where available.

The following Department of Socid Services surveys shed some light on the outreach efforts that
have been used in the community based outreach gpproach. It has been beneficid to look at the
movement of outreach effectiveness from the first survey period to the survey conducted one year

later, where we see loca outreach and aternative locations replacing the DSS as sources of M-

SCHIP informetion.

The Department of Socid Services developed and administered a random survey that was sent out
December 1998 to 167 households that had an digible M-SCHIP recipient. Thisfigure represented a 15%
random sample. The purpose of the project was to obtain datato use as abasdine and to ad in the
evauation of the program. In November 1999 another random survey was sent out to 544 households that
had an eigible M-SCHIP recipient. Thisfigure represented a 20% random sample. Specific questions
were developed to gather data on outreach effectiveness.

The following results are from the 1998 Department survey questions relaing to the
effectiveness of outreach:

76.1% of the respondents heard about M-SCHIP from the Department of Socia Services, 4.3% from
Community Hedlth Nurse, 2.2% from the Brochure, 2.2% from the radio, 2.2% from Triba Hedth, and
13% from various other methods such as: physician, phone cal, newspaper, Mental Health, school, hospitd,
Caring Program, and word of mouth.

93% obtained the application from the Department of Socid Services, 1.2% from the Community Hedth
Nurse, 1.2% from physician office, 2.3% from Triba Hedlth, 2.3% Other that included Mental Hedlth and
mailed to them.

95.4% said the application was easy to complete, 2.3% said dightly difficult, 0% said difficult, and 2.3% did
not answer.
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The survey shows that the Department of Socid Services was very effective in reaching the communities
with outreach on M-SCHIP. Along with effectively reaching the people about the new program they were
the key source for providing applications. The improvements in the gpplication by making it amplified and
shorter aso netted high postive feedback from the gpplicants.

Attachment # 11: Department survey 1998.

When comparing the 1999 Department survey to the 1998 survey the following results show that the
community based outreach efforts are bearing fruit.  The respondents are hearing about the program from a
variety of community sources. Applications are aso being obtained from various community locationsin
comparison to the 1998 survey results. The following are survey results that relate to outreach efforts.

55% of the respondents heard about M-SCHIP from the Department of Socid Services, 10% from
Community Health Nurse, 4% from the Brochure, 4% from the Poster, 4% from Primary Care Provider,
4% from Hospita, 4% from School, 3% from Newspaper article, 1% from Triba Hedth/IHS, 1% from
Radio, 10% from Other methods such as: Headstart, Salvation Army, friend, relative, Daycare, work, letter,
newdetter from physician, WIC, mail, physicians office.

86 % obtained the application from the Department of Socia Services, 3.3% from Community Hedlth
Nurse, 3.3% from Doctor's office/clinic, 1% from Hospita, 1% from School, 0.3% from Triba Hedth,
5.1% from Other methods such as. Counsdlors office, Headstart, mail, Sdvation Army, Day care, Schoal,
WIC.

96% said they did not have any difficulty filling out the application, and 4% indicated they had some trouble
but noted that the casaworker helped them completeit.

98% responded that they did not have any difficulty with the enrollment process, such as obtaining aform,
knowing where to send it after completing it. Of the 2% that said they had trouble with it they commented
that a caseworker or relaive had helped them.

Attachment # 12: Department 1999 survey.

No entity in South Dakota has successfully obtained grant funding for outreach programs. However,
we eagerly anticipate a successful gpplicant for a grant from the Robert Wood Johnson foundation for “The
South Dakota Covering Kids Initiative' for this year.

3.5 What other hedth programs are available to CHIP digibles and how do you coordinate with them?
(Section 2108(b)(1)(D))

Describe procedures to coordinate among CHIP programs, other health care programs, and nonhedth care
programs. Table 3.5 identifies possible areas of coordination between CHIP and other programs (such as
Medicaid, MCH, WIC, School Lunch). Check al areas in which coordination takes place and specify the nature
of coordination in narretive text, either on the table or in an attachment.
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Table 3.5**

Type of coordination Medicaid* Maternal and child Other (specify) Other (specify)
health WIC State Child Care
Office
Administration
Outreach Yes-inconjunction | Yes-in conjunction | Information sent
with the with theloca from the gtate office
Department of WIC offices to newly licensed
Hedth child care placesin
the State.
Eligibility
determination
Service delivery
Procurement
Contracting
Datacollection Yes in
conjunction with
the Department of
Hedlth through the
BFRSS survey;
Immunizetion
initigive with the
Department of
Hedth
Quality assurance Department of
Hedth studies that
coincide with our
performance
measures will be
reviewed.
Other (specify)
Other (specify)

** South Dakota has a Medicaid SCHIP expansion program.

*Note: This columnis not gpplicable for States with aMedicaid CHIP expansion program only.
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Table 3.5

Type of coordination | Other (specify) Other (specify) Other (specify) Other (specify)
Department of Low Income State Child Support | _Child Protection
Education Energy Assistance | Enforcement Office
Programs

Administration

Outreach Yes-coordinate | Yes-coordinate | Yes-planning Y es-planning
with sate office | with Sate office | stageswith Sate dages with the
to disseminate to disseminate officeto gate office to
M-SCHIP M-SCHIP dissaminate M- disseminate M-
information information SCHIP information | SCHIP

information

Higibility

determination

Service delivery

Procurement

Contracting

Datacollection

Quality assurance

Other (specify)

Other (specify)

** South Dakota has a Medicaid SCHIP expansion program
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Table 3.5

Type of coordination | Other (specify) Other (specify) Other (specify) Other (specify)
_Headstart Disproportionate Indian Health
Share Hospitals Services
Administration Yes
Outreach Yes-coordinate | Yes Yes
with the Sate
officeto
disseminate M-
SCHIP materid
todl sate
Headstart
programs.
Eligibility
determination
Service delivery Yes
Procurement Yes
Contracting
Data collection Y es-immunization
data
Quality assurance
Other (specify) Agreement that
—Agreement they will provide

an gpplication and
assg inthe
completion of
gpplication of
potentidly digible
children. They
can hill for these
completed
applications.

Other (specify)

** South Dakota has a Medicaid SCHIP expansion program
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3.6  How do you avoid crowd-out of private insurance?

361

Describe anti- crowd-out policies implemented by your CHIP program. If there are differences across
programs, please describe for each program separately. Check al that apply and describe.

X_Eligibility determination process.

____Waiting period without hedth insurance (pecify)

_X_Information on current or previous hedlth insurance gathered on gpplication (specify)
___Information verified with employer (specify)

____ Records match (specify)

___ Other (specify)

___ Other (specify)

____ Bendfit package design:

___ Bendfit limits (pecify)
___ Cost-sharing (specify)
___ Other (specify)
___ Other (specify)

___ Other policies intended to avoid crowd out (e.g., insurance reform):

3.6.2

___ Other (specify)
___ Other (specify)

How do you monitor crowd-out? What have you found? Please attach any available reports or other
documentation.

In the Medicaid expansion modd and the income categories targeted so far, crowd out has not

been viewed as a sgnificant issue, however monitoring has occurred. Our program design

provides no incentive for afamily to drop insurance coverage because the children who are

insured qualify for benefits under Medicaid and only the children who are uninsured are enrolled in M-
SCHIP. In asmuch asfamilies dready made their decison to have insurance, additiona benefits of
having Medicaid insurance are il available to them.

The Department of Socid Services developed and administered arandom survey containing questions
relaing to insurance coverage to address crowd out. The survey was sent out in December 1998 to
167 households representing a 15% random sampling of M-SCHIP recipients. The purpose of the
project was to assist in obtaining datato aid in the evauation of the program. The return rates on the
survey were comparable for white and American Indian survey participants. A return rate of 51.5% or
86 returned surveys was obtained from the survey.
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For FY 1998 from the M-SCHIP Department Survey we have the following results from questions
relating to hedlth insurance coverage:

+  45.3% of the households said their employer does not offer hedlth insurance coverage for
dependent children; 36.1% said their employer does offer hedlth insurance coverage for dependent
children; 18.6% said it was not gpplicable to them.

*  64.6% of the households responded they did not have coverage through their employee hedlth plan
due to cost of premiums, 13.4% said they had no coverage due to high deductibles; 14.6% listed
other reasons; 3.7% did not think it was necessary or persona choice to not have insurance; 3.7%
dropped insurance because this program was available. The 3.7% is 3 respondents out of the 82
that gave reasons for not having hedth insurance through an employer.

Attachment # 11. 1998 Department Survey

The reaults of the 1998 survey show thet only asmall number, 3 out of 82, dropped their
private health insurance because M-SCHIP was available. From this preliminary data it gppears
that crowd out is not an issue.

The December 1999 Department M-SCHIP survey was sent out to 544 households with an M-
SCHIP recipient. This survey represented a 20% random sampling of M-SCHIP households and
netted a 56.8% return rate or 309 returned surveys. The questions relating to health insurance show
the following results.

+  39.2% of the households said their employer does offer hedlth insurance coverage for dependent
children; 38.5% said their employer does not offer hedlth insurance coverage for dependent
children; and 22.3% said this was not gpplicable to them listing reasons such as sdf employed,
unemployed, part time employment, student status, will have insurance once waiting period is over.

+  54.1% of the households said they did not have coverage through their employee hedlth plan due
to cogt of premiums; 9% said it was due to high deductibles; 19.3% Stated it was not available
13.3% listed other reasons that included unemployed, saf employed, waiting period, preexisting
condition, part time work, spouse to carry insurance; 3.3% did not think it necessary until needed
or persond choice; 1 % dropped insurance because M-SCHIP available. Out of 305 responses,
3 indicated they had dropped insurance because of the availability of M-SCHIP for arate of 1%.
Attachment # 12: 1999 Department Survey

Comparing the two years of survey information we see that 78% in 1998 and 63.1% in 1999
continue to report that they do not have insurance coverage for dependent children either due to
cost of premiums or high deductibles. Responses show that employers not offering hedlth
insurance coverage to dependent children continues to be high with 45.3% in 1998 and 38.5% in
1999. These high percentages for both not offering insurance and the cost of insurance continue
to point out the need for M-SCHIP to provide insurance coverage for children in our state,

When we compare the results from the 1998 and the 1999 survey, we find that the number of
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respondents that have dropped their insurance coverage due to the M-SCHIP program islow and
actually decreased in the second year. While we are aware of this as an important issue and plan
to continue monitoring this, it does not gppear to adversdy effect our program design a thistime.
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SECTION 4. PROGRAM ASSESSMENT

This section is designed to assess the effectiveness of your CHIP program(s), including enrollment, disenrollment,

expenditures, access to care, and quality of care.

4.1 Who enrolled in your CHIP program?

41.1

NOTE:

Table B: provided by Mathematica Policy Research for the Title X XI evaluation Report for March 2000.

What are the characterigtics of children enrolled in your CHIP program? (Section 2108(b)(21)(B)(i))

Please complete Table 4.1.1 for each of your CHIP programs, based on data from your HCFA
quarterly enrollment reports. Summarize the number of children enrolled and their characterigtics.
Also, discuss average length of enrollment (number of months) and how this varies by characteristics of
children and families, as well as across programs.

States are dso encouraged to provide additiond tables on enrollment by other characteristics, including
gender, race, ethnicity, parental employment status, parental marita status, urban/rura location, and
immigrant status. Use the same format as Table 4.1.1, if possible.

To duplicate atable: put cursor on desired table go to Edit menu and chose “ sdlect” “table” Once the table
is highlighted, copy it by sdecting “copy” in the Edit menu and then “paste”’ it under the first table.

South Dakota
(Table B)

M-SCHIP Enrollment Statistics FFY 1998% and FFY 1999

Table 4.1.1 in NASHP Framework for State Evaluations

Characteristics | Number of children ever Average number of Year end enrollees as
enrolled months of enrollment percentage of unduplicated
enrollees per year

| FFY 1998| FFY 1999 FFY 1998| FFY 1999| FFY 1998 FFY 1999

All Children 1,047 3,191 2.1 6.6 89.9% 72.5%
I

Age

Under 1 0 11 3.2 100.0%

1-5 0 201 - 2.6 - 85.1%

6-12 671 1,821 2.1 7.0 89.6% 73.3%

13-18 376 1,158 2.1 6.7 90.4% 68.9%
I

Countable Income Level

<=150% FPL 1,047 3,191 2.1 6.6 90.4% 72.5%
I

Age and Income

Under 1
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<=150% FPL 0 11 - 3.2 - 100.0%

1-5

<=150% FPL 0 201 - 2.6 - 85.1%

6-12

<=150% FPL 671 1,821 2.1 7.0 89.6% 73.3%

13-18

<=150% FPL 376 1,158 2.1 6.7 90.4% 68.9%
|

Type of plan

Fee-for-service 131 701 2.0 1.8 57.3% 2.9%

Managed care 0 0 - - - -

PCCM 916 2,490 2.1 8.0 94.5% 92.1%

a. South Dakota began reporting enrollment data for its M-SCHIP program in Quarter four, FFY
1998; therefore, data for FFY 1998 are only partial year.

*Countable Income Leve is as defined by the sates for those that impose premiums at defined levels other than 150%
FPL. Seethe HCFA Quarterly Report ingtructions for further details.

SOURCE:  HCFA Quarterly Enrollment Reports, Forms HCFA -21E, HCFA -64.21E, HCFA -64EC, HCFA Statistical Information
Management System, October 1998

Attachment # 21: HCFA-21.E and HCFA-64EC for FFY 1998
Attachment # 22: HCFA-21.E and HCFA-64EC for FFY 1999

M -SCHIP Enrollment by Age and Race

The following table illustrates M- SCHIP enrollment by Age and Race for the reporting quarters for FFY 1998 and FFY
1999. Dataobtained from MMIS.
Attachment #24: County M-SCHIP Enroliment Map by Race for FFY 1998 and FFY 1999.

M -SCHIP Enrollment by Age and Racefor FFY 1998 and FFY 1999

FFY White American Indian Other

Quarter 0-5 6-12 | 13-18 | Total |{ 0-5 6-12 | 13-18 | Total || 0-5 | 6-12 | 13-18 | Total
yrs yrs yrs yrs yrs yrs yrs | yrs yrs

FFY 1998-4™

Qtr (data from
MMIS998) | NA 476 196 672 |INA |138 |51 189 |INA |34 08 42

FFY 1999 - 1%
Qtr(datafrom
MMIS 12-98) | NA 729 308 1,037 |[NA | 207 |88 295 |INA |56 17 73

FFY 1999 -

2" Qtr(data
from MMIS NA 930 370 1,300 || NA 230 98 328 NA | 63 19 82
03-99)

FFY 1999 - 3¢
Qtr(datafrom
MMIS06-99) |0 1124 | 422 1546 || O 269 | 116 385 | o 85 2 107

FFY 1999 - 4"
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Qtr(datafrom
MMIS09-99) | 144 1216 | 502 1,862 | 32 309 | 160 501 |21 |79 25 125

4.1.2 How many CHIP enrollees had access to or coverage by hedth insurance prior to enrollment in
CHIP? Pleaseindicate the source of these data (e.g., application form, survey). (Section
2108(b)(1)(B)(i))

The application form asksiif the child currently has health insurance, but does not ask if the child has
previoudy been enrolled in a hedth insurance plan. Because of our program design with accessto
Medicaid or M-SCHIP it has not been important to know about previous status only the current status
is important regarding hedth insurance.

M-SCHIP families needed help getting access to coverage for their children. This has been evident by
the responses to both the 1998 and 1999 Department surveys that were sent to M-SCHIP recipient
households. Specific questions were designed to ask about hedlth insurance coverage prior to
enrollment in M-SCHIP. The following responses were from the 1998 survey.

+ 50.3% of the respondents said their child went with out medica care due to cost before being
covered by M-SCHIP, 40.7% said they did not go with out medicd care before being in the plan.

+ 45.3% of the households said their employer does not offer hedth insurance coverage for
dependent children, 36.1% said their employer does offer health insurance coverage for dependent
children, 18.6% said not gpplicable to them.

+ 64.6 % of the households said they did not have coverage through their employee hedlth plan due
to cost of premiums, 13.4% said it was due to high deductibles, 14.6% listed other reasons, 3.7%
did not think it was necessary or persond choice, 3.7% dropped insurance because this program
was available.

The results show that alarge percentage of children were without health insurance coverage for two
mgor reasons, cost of premiums and high deductibles aong with employers not offering insurance for
dependent children.

The Department FY 1999 M-SCHIP Survey questions showed smilar findings when comparing them
to the 1998 survey results.

+ 60% of the respondents said their child went with out medical care due to cost before being
covered by M-SCHIP, 40% said they did not go with out medica care before being in the plan.

+  39.2% of the households said their employer does offer health insurance coverage for dependent
children, 38.5% said their employer does not offer hedth insurance for dependent children; 22.3%
said it was not applicable to them for reasons that included unemployed, self employed, sudent
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4.1.3

datus, part time employment, would have after waiting period ended.

+  54.1% of the households said they did not have coverage through their employee hedlth plan due
to cost of premiums, 9% said it was due to high deductibles, 19.3% dtated it was not available,
13.3% listed other reasons which included such things as unemployed, self employed, waiting
period, pre-existing condition, part time work, spouse suppose to carry insurance, 3.3% did not
think it necessary until needed or persond choice, 1% dropped insurance because M-SCHIP
avalable, this 1% was 3 out of 301 responses.

Attachment # 11: Department Survey 1998
Attachment # 12: Department Survey 1999

The survey responses show that for both years gpproximately 60% of the children that are now
enrolled in M-SCHIP went without hedlth care prior to enrollment. The mgority of the reasons for no
hedlth coverage were the cost of premiums and high deductibles in conjunction with employers not
offering insurance for dependent children. We will continue to monitor the responsesto coverage prior
to enrollment in M-SCHIP.

What is the effectiveness of other public and private programs in the State in increasing the availability
of affordable quality individud and family hedth insurance for children? (Section 2108(b)(2)(C))

Medicaid and M-SCHIP are the only State programs actudly providing coverage to children.
Many other programsin the state provide services within the limited scope of their program.
They dl collaborate to refer children to M-SCHIP to get targeted children enrolled in the

program.

4.2  Who disenrolled from your CHIP program and why?

4.2.1

4.2.2

How many children disenrolled from your CHIP program(s)? Please discuss disenrollment rates
presented in Table 4.1.1. Was disenrollment higher or lower than expected? How do CHIP
disenrollment rates compare to traditiona Medicaid disenrollment rates?

The M-SCHIP disenrollee number from Table 4.1.1 was 1178. Thisinformation is from the HCFA
64.21E datainformation supplied to Mathematica Policy Research, Table C.

A Department study done from digibility data from 07-98 through 07-99 showed 1,329 disenrollees.
Disenrollment rates for M-SCHIP have been comparable to other low-income Medicaid disenrollment
rates. See Table 4.2.3 for reasons and rates of disenrollment from this studly.

How many children did not re-enrall at renewa? How many of the children who did not re-enrall got
other coverage when they left CHIP?

We do not have arenewal process. The Title XIX, Medicaid, annua ligibility redetermination
processis utilized. Thereisno data avalableif the child went to Private Hedlth Insurance after leaving
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M-SCHIP.

4.2.3 What were the reasons for discontinuation of coverage under CHIP? (Please specify data source,
methodol ogies, and reporting period.)

Data Source: DSS Eligibility computer systlem. Methodology: Review of disenrollee files for closure
codes. Reporting period: 07-1998 through 07-1999.

Table 4.2.3

Medicaid State-designed CHIP Program | Other CHIP Program*
CHIP Expansion Program
Reason for NA NA
discontinuation of Yes
coverage

Number of Percent of Number of Percent of Number of Percent of
disenrollees total disenrollees total disenrollees | total

Total 1329 100%

Accessto
commercia
insurance
Eligiblefor 824 62%
Medicaid
Income too high 159 12%

Aged out of
program
Moved/died 48 4%

Nonpayment of
premium
Incomplete
documentation
Did not 114 8%
reply/unable to
contact

Other (specify) 141 11%
Other
Other (specify) 43 3%
Recipients
reguest
Don’t know

*Make a separate column for each “other” program identified in section 2.1.1.  To add a column to atable, right click
on the mouse, select “insart” and choose “column”.
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4.2.4 What stepsis your State taking to ensure that children who disenroll, but are till digible, re-enroll?

Our program does not automaticaly disenroll children from M-SCHIP. Annua reviews are required. At
the time when annud reviews are due attempts are made to contact the families and review forms are mailed
to the recipient household. If there is no response from the family then the DSS digibility workers are
encouraged to attempt contact with the family before acase is closed, and this review process successfully
re-enrolls over 90% of the children with M-SCHIP digibility.

4.3 How much did you spend on your CHIP program?
43.1 What were the total expenditures for your CHIP program in federd fisca year (FFY) 1998 and 19997

FFY 1998 $129,701.00

FFY 1999 $2,020,545.00

Please complete Table 4.3.1 for each of your CHIP programs and summarize expenditures by category
(total computable expenditures and federal share). What proportion was spent on purchasing private
health insurance premiums versus purchasing direct services?

Table 4.3.1 CHIP Program Type __Medicaid CHIP Expansion

Type of expenditure Total computable share Total federal share

FFY 1998 FFY 1999 FFY 1998 FFY 1999
Total expenditures $60,479.00 $1,740,433.00 $46,829.00 $ 1,352,491.00
Premiums for private NA NA NA NA
health insurance (net
of cost-sharing offsets)*
Fee-for-service
expenditures (subtotal)
Inpatient hospital $ 3,053.00 $380,376.00 $2,364.00 $295,591.00
services
Inpatient mental health 0 0 0 0
facility services
Nursing care services 0 0 0 0
Physician and surgical | $11,526.00 $313,526.00 $8,925.00 $243,641.00
services
Outpatient hospital $ 7,627.00 $203,304.00 $5,906.00 $157,987.00
services
Outpatient mental 0 0 0 0
health facility services
Prescribed drugs $16,928.00 $221,765.00 $13,107.00 $172,334.00
Dental services 0 $135,976.00 0 $105,667.00
(Premiums Delta
Dental)
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Vision services $ 1,996.00 $ 18,820.00 $1,546.00 $ 14,626.00
Other practitioners’ $12,010.00 $219,373.00 $9,299.00 $170,475.00
services

Clinic services $ 1,912.00 $109,178.00 $1,480.00 $ 84,843.00
Therapy and 0 0 0 0
rehabilitation services

Laboratory and $ 60100 $ 28,233.00 $ 465.00 $ 21,940.00
radiological services

Durable and 0 $ 1,634.00 0 $ 1,269.00
disposable medical

equipment

Family planning 0 0 0 0
Abortions 0 0 0 0
Screening services $ 46300 $ 6,306.00 $ 359.00 $ 4,900.00
Home health $ 9.00 $ 1,870.00 $ 7.00 $ 1453.00
Home and community- 0 0 0 0

based services

Hospice 0 0 0 0
Medical transportation | $ 211.00 $ 7,389.00 $ 163.00 $ 5,742.00
Case management $ 2,274.00 $ 53,850.00 $1,761.00 $41,847.00
Other services $ 1,869.00 $ 38,833.00 $1,447.00 $30,176.00

Attachment # 23 : HCFA-64.21U
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4.3.2 What werethetota expenditures that applied to the 10 percent limit? Please complete Table
4.3.2 and summarize expenditures by category.

What types of activities were funded under the 10 percent cap?

Activities funded under the 10 per cent cap include CHIPS Indirect, District program Supervisor, Field
Clerical Support, Eligibility Determination.

What role did the 10 percent cap have in program design?

There was no direct effect on the program design, however, because of the cap expenses for gaff time,
forms, etc that would have been charged to CHIP if there were no cap were covered by other funding

SOurces.

Table 4.3.2
Type of expenditure Medicaid State-designed Other CHIP Program*

Chip Expansion Program  YES | CHIP Program NA NA

FY 1998 FY 1999 FY 1998 FY FY 1998 FY 1999

1999

$69,222.00 | $280,112.00 NA NA NA NA
Total computable share
Outreach $13,114.00 | $ 35,768.00 NA NA NA NA
Administration $56,108.00 | $244,344.00 NA NA NA NA
Other NA NA NA NA NA NA

$53,598.00 | $217,675.00 NA NA NA NA
Federal share
Outreach $10,154.00 | $27,796.00 NA NA NA NA
Administration $43,444.00 | $189,879.00 NA NA NA NA
Other NA NA NA NA NA NA

4.3.3  What were the non-Federa sources of funds spent on your CHIP program (Section
2108(b)(1)(B)(vii))

_X_State appropriations

____ County/locd funds

____ Employer contributions

____ Foundation grants

___ Private donations (such as United Way, sponsorship)
____ Other (specify)
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4.4  How are you assuring CHIP enrollees have access to care?

441  What processes are being used to monitor and evaluate accessto care received by CHIP enrollees?
Please specify each ddivery system used (from question 3.2.3) if gpproaches vary by the ddivery
system within each program. For example, if an gpproach is used in managed care, specify ‘MCO." If
an gpproach is used in fee-for-service, specify ‘FFS.” If an approach is used in a Primary Care Case
Management program, specify ‘PCCM .’

Table 4.4.1
Approaches to monitoring access Medicaid CHIP Expansion Program State-designed Other CHIP
CHIP Program Program*
Yes
NA NA
Appointment audits No
PCP/enrolleeratios Yes
Time/distance standards Yes

Urgent/routine care access standards PCCM requirements assure 24
hour/7 days aweek accessto
the individud's Primary Care
Provider in some manner.
Each PCP sgns an addendum
whereby they promise to be
availableto their Medicaid
patients. Medica Services
conducts phone surveyswith
providersto verify that around
the clock accessisbeing

provided.
Network capacity reviews (rural Yes - Periodic reviews are
providers, safety net providers, made of PCP/enrollee ratios
speciaty mix)
Complaint/grievance/ Complant/grievance - Yes
disenrollment reviews Disenrollment reviews - No
Casefilereviews Yes
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Beneficiary surveys

Yes - Managed Care Recipient
Satisfaction Survey;
Department Survey to recipient
households.

Utilization analysis (emergency room
use, preventive care use) State Plan
Performance Measures See Table 1.3

Performance studies -
performance measures stated in
State plan, see Table 1.3.

Other (specify)

Other (specify)

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. To add a column to atable, right click
on the mouse, select “insert” and choose “column”.
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4.4.2 Wha kind of managed care utilization data are you collecting for each of your CHIP programs? If your
State has no contracts with hedlth plans, skip to section4.4.3. NA

Table 4.4.2

Type of utilization data Medicaid CHIP State-designed CHIP | Other CHIP Program*
Expansion Program Program

Requiring submission of raw encounter ___Yes ___No __Yes __No __Yes __No

data by health plans

Requiring submission of aggregate HEDIS | Yes ___ No __Yes ___No ___Yes __No

data by health plans

Other (specify) __Yes __ _No __Yes __ No __Yes ___No

*Make a separate column for each “other” program identified in section 2.1.1. To add a column to atable, right click
on the mouse, select “insert” and choose “column”.

443  What information (if any) is currently available on accessto care by CHIP enrolleesin your State?
Pease summarize the results.

M-SCHIP recipients are enrolled in the PCCM program and become part of the managed care
population. Sincethey are a part of the managed care program they benefit from the PCCM standards
for access to and qudity of care services. Most of the specidized physicians participate, dl hospitalsin
the State participate, al IHS participates, pharmacies dmost have universal participation and denta
participation is 78%. The current statewide PCP/enrolleeratio is one provider to every 85 managed
carerecipients. See table below for the number of providers by specidty that are currently serving our
managed care population that aso includes M-SCHIP enrollees.

Providers # Before # In Current Waiver # Expected

the Waiver in Renewal

1. Pediatricians 55 53 (8 are out-of-state providers) 53

2. Family Practitioners 331 312 (61 are out-of-state providers) 312

3. Internists 181 93 (4 are out-of-state providers) 93

4. General Practitioners Included Included w/FP’s
w/FP’s

5. OB/GYN, and GYN 43 55 (1 is an out-of-state provider) 55

6. FQHCs 13 20 (1 is an out-of-state provider) 20

7. RHCs 34 58 (7 are out-of-state providers) 58

8. Nurse Practitioners

9. Nurse Midwives

10. Indian Health Service | 15 21 (1 is an out-of-state provider) 21

CImnics
Developed by the National Academy for State Health Policy




Providers # Before # In Current Waiver # Expected
the Waiver in Renewal

Clinics

Additional Types of
Provider to be PCCMs

1.Air Force Base Clinics 0 1

Time and distance standards are that no recipient in the Sate hasto travel more then 75 milesto thelr
PCP. If they haveto travel more then this distance, they may be exempt from managed care. Also,
they are included in the managed care sudies.

The Department of Socid Services developed and administered a random survey that was sent out
December 1998 to 167 households that had an digible M-SCHIP recipient. Thisfigure represented a
15% random sample that yielded areturn rate of 51.5% or 86 responses. The return rates on the survey
were comparable for white and Native American survey participants. The purpose of the project was
to obtain datato aid in evauation of the program.

The survey ingrument consisted of severa questions directed a obtaining information about accessto
care. The following summarizes the results of these questions.

Attachment: # 11: 1998 Department survey.

+  60.5% of the children have had & least one routine check up not related to illness or injury with
thelr primary care provider snce enrolled in the plan.

*+  57% of the children have had a vison examination since being enrolled in the hedlth care program.

*  71% reported that their child had a denta examination. The second part of the question showed
that 52.3% of the children went with out dental care due to cost prior to being in M-SCHIP.

+ 95.3% of the households said they chose their child's primary care provider.

*  94.2% said they were satisfied with the preventative care that they had been able to get sSince
being on the program.

*  94.2% responded that they felt their PCP was providing quality care for their child.

The results show that alarge percentage of respondents were satisfied with the care they received for
their child. Itisdso sgnificant to note that 60.5% of the children received at least one routine hedlth
care vist unrdated to injury or illness snce on the program, showing thet families are utilizing
preventative Services.

In November 1999 another Department of Socia Service M-SCHIP random survey was sent out to
544 households that had an digible M-SCHIP recipient. This figure represented a 20% random sample
and netted areturn rate of 56.8%. Specific questions were again targeted to access to care and
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satifaction. The following results were noted.
Attachment # 12: 1999 Department survey

+ 57.1% responded that their child had at least one visit for aroutine well child care check up with
their primary care provider, not related to illness or injury since enrollment in M-SCHI P.

*  64.7% reported ther child had a dental examination ance enralling in the M-SCHIP program. The
second part of the question showed that 47.5% of the children needed dental care but did not
receive it due to cost before being covered by M-SCHIP.

*  54.8% reported having a vison exam since being enrolled in M-CHIP. Part two of the question
showed 37.1% needed vision care but did not receive it due to cost before being covered by M-
SCHIP.

*  93.2% replied that they were able to get medica care for their child when it was needed.
+  98% responded they fdt that the PCP was providing quality care for their child.

In comparing the two surveys the respondents cons stently report thet they are satisfied with the quality
of carether child is receiving on the program. It should be noted that athough children are recaiving
well childcare vidts, thisis one area where more information and education is needed to promote the
preventative hedlthcare services that is available through this program. Plansto change the EPSDT
notification letters to households are underway. The letter is being revised to make it easier to
understand and to provide age specific information for preventative hedth care for the child.

4.4.4  What plans does your CHIP program have for future monitoring/evauation of accessto care by CHIP
enrollees? When will data be available?

Since the M-SCHIP enrollees are included in the Medicaid waiver they will be included in the
operation of the waiver.

Department surveys with questions relating to access of care will continue to be
sent to households of M-SCHIP recipients. We will continue to survey on a
periodic basis.

We will continue liaison with most provider groups through M-SCHIP outreach
and the Medicaid provider group.

45  How are you measuring the qudity of care received by CHIP enrollees?

45.1 What processes are you using to monitor and evauate qudity of care received by CHIP enrollees,
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particularly with respect to well-baby care, well-child care, and immunizations? Please specify the
gpproaches used to monitor quality within each delivery system (from question 3.2.3). For example, if an
approach is used in managed care, specify ‘MCO.” If an approach is used in fee-for-service, specify

‘FFS.’ If an approach is used in primary care case management, specify ‘PCCM.’

Table 4.5.1
Approaches to monitoring Medicaid CHIP Expansion Program State-designed | Other CHIP
quality CHIP Program | Program
NA NA

Focused studies (specify) PCCM
Client satisfaction surveys PCCM

Department survey
Complaint/grievance/ PCCM

disenrollment reviews

Sentinel event reviews

Plan site visits

Casefilereviews

Y es - upon complants.

Independent peer review

HEDIS performance
measurement

Other performance
measurement (specify)

Y es per State Plan

Other (specify) SURS Unit in

SURS unit conducts post reviews to

DSS detect fraud and abuse.
Other (specify) PRO conducts random post care
PRO(Professional Review reviews.

Organization)
Other (specify) _Phone
Surveys with Providers

PCCM department conducts phone
surveys with providers to verify that
around the clock accessisbeing
provided.

*Make a separate column for each “other” program identified in section 2.1.1. To add a column to atable, right click on
the mouse, select “insert” and choose “column’”.

452 What information (if any) is currently available on quality of care received by CHIP enrolleesin your

State? Please summarize the results.

Our office has put arenewed emphasis on measuring the quality of services provided to dl Medicaid
recipients. We rely on recipient surveys, individud contacts, and periodic analyss of the services
provided to our recipients to identify possible qudity of care issues.

According to our 1999 recipient survey results, 98% of those responding had afavorable opinion of the
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quaity of services provided to their children by the childs PCP. Thisis a 3.8% increase from the 1998
survey. The 1999 recipient survey aso showed an increase of 2.4% in regards to the satisfaction of
preventative care provided to the children digible for M-SCHIP. Overdl, our recipients report
receiving good qudlity of care while digible for M-SCHIP.

Attachment # 11 and # 12: Department surveys 1998 and 1999.

Our managed care area currently conducts quality assurance sudiesin anumber of areas. Examples of
the studies that have been completed include: Immunization, Well Child Vidts, Optometric Services,
Mentd Hedth/Eating Disorders, Asthma, Substance Abuse, and Denta Services. Copies of the
previoudy mentioned studies are attached.

Attachments # 4 through # 10: Performance Measure Studies

We will continue these Quality Assurance studies and pursue action to obtain measurable
improvement. Since M-SCHIP has only been in operation for ashort time, it is difficult to draw
any sgnificant conclusions about our M-SCHIP population at thistime.

45.3.  What plans does your CHIP program have for future monitoring/evauation of accessto care by CHIP
enrollees? When will data be available?

The department periodicaly monitors access to care issues through recipient

surveys and direct contact from our M-SCHIP enrollees. When an issueisidentified our department
promptly works one on one with the recipient and/or providers to address any accessto care issues.
Accessto care results are included on the attached surveys. Future survey results will be included with
the next reporting requiremen.

Attachment # 11: Department survey 1998.

Attachment # 12: Department survey 1999.

4.6 Please atach any reports or other documents addressing access, qudlity, utilization, costs, satisfaction, or other
aspects of your CHIP program’s performance. Please list attachments here.
Attachment 1: Application Form
Attachment 2: Managed Care Enrollment Data
Attachment 3. Hedlthy Kids Klub Brochure and EPSDT Noatification Letter
Attachment  4: Immunization Study
Attachment 5: Well Child Vist Study
Attachment  6: Optometric Study
Attachment 7: Mentd Heath Study/Eating Disorders Study
Attachment 8. Asthma Study
Attachment 9: Substance Abuse Study
Attachment 10: Dental Study
Attachment 11: Department Survey 1998
Attachment 12: Department Survey 1999
Attachment 13: Behaviora Risk Factors Survelllance System Survey 1998 and 1999
Attachment 14: Indian Hedlth Service Primary Care (PCP) List
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Attachment 15: Urban Indtitute Estimates/State- By- State Change in Enrollment
Attachment 16: South Dakota Managed Care Waiver

Attachment 17: Managed Care Referral Card and Information Sheet

Attachment 18: Radio Announcement and Coverage Area Map

Attachment 19: M-SCHIP Brochure

Attachment 20: Department of Socia Services Effective Communication Policy
Attachment 21: FFY 1998 Forms HCFA-64EC and HCFA-64.21E

Attachment 22: FFY 1999 Forms HCFA-64EC and HCFA-64.21E

Attachment 23: FFY 1998 and FFY 1999 Forms HCFA-64.21U

Attachment 24: County M-SCHIP Enrollment Map by Race FFY 1998 and FFY 1999

SECTION 5. REFLECTIONS

This section is designed to identify lessons learned by the State during the early implementation of its CHIP program as
well asto discuss ways in which the State plans to improve its CHIP program in the future. The State eva uation should
conclude with recommendations of how the Title X X1 program could be improved.

5.1 What worked and what didn’t work when designing and implementing your CHIP program? What lessons have
you learned? What are your “best practices’? Where possible, describe what evaluation efforts have been
completed, are underway, or planned to analyze what worked and what didn’'t work. Be as specific and detailed
as possible. (Answer dl that gpply. Enter ‘NA’ for not applicable.)

511 Eligibility Determination/Redetermination and Enrollment

The digibility and application process has been smplified. Changes that have been made to the application form
include being shortened from a lengthy 9- page application down to 3 pages that may be mailed into the loca
offices. A faceto faceinterview isno longer required, and there are no assatstedts. To facilitate the ease in
obtaining gpplications, they have been made available a& many community providers and locations, and may even
be mailed to the gpplicant. It isfdt that these changes have significantly benefited the applicants by making the
enrollment process easier.

The above changes have dlowed usto be very flexible in opportunities that are available for outreach. 1n many
cases the digibility casaworkers outreach with caregivers, and staff might actualy be establishing rgpport in these
instances. It has provided us the opportunity to be centrd to geographical areas and culturally sendtive to the
popul ations specific to these aress.

Statewide coordination of outreach from the office of Medicaid Eligibility and the Office of Medica Services
provides vauable direction to loca workers. This facilitates sharing of information between the Fidd Program
Specidigts and the loca offices, which in turn provides a method for uniform guidance for outreach efforts. It
a0 provides linkages for other programs including the Department of Hedlth, Department of Education, and IHS
thereby creating other outreach opportunities.
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512 Outreach

Outreach is an ongoing process. The locdl digibility caseworkers are required to make

periodic contact with community providers, agencies, and interested parties who could be

asource of information and referra for M-SCHIP. Outreach is continualy expanding and

improving as community members change and new ideas for outreach are pursued Cooperation and
coordination with other state programs and interested partiesis of the utmaost importance to the continuation of
M-SCHIP in South Dakota.

Outreach isavita component to reaching the uninsured children in the Sate, thusit continues to be an area that
will be reviewed for new ideas and improvements on existing methods. As part of the outreach another radio ad
campaign will be implemented prior to the start of the new school year in August 2000.

We continue to believe that locally directed outreach is most effective for srong community collaborations.
Statewide coordination from Offices of Program Management, Office of Medical Services and Medicd digibility
grengthenslocd efforts by involving multiple programs

We recognize that statewide coordination could be enhanced. We are very supportive of the outreach efforts of
the Covering Kids Codition that are in development in our Sete.

513 Benefit Structure

Children enrolled in M-SCHIP are digible for the full benefits of the Medicaid program. We think thisisthe
broadest and most gppropriate benefit package for children. It includes covered services ranging from
preventative hedlth care to comprehensive trestment of hedlth conditions. The absence of copayments dong with
wide provider participation facilitates the enrollees to utilize the benefits package.

514 Cost-Sharing (such as premiums, copayments, compliance with 5% cap)
NA
5.1.5 Delivery System
The Medicaid program was an established program with excellent participation from providers throughout the
date. By piggybacking on the Medicaid provider network the M-SCHIP recipients could receive immediate
sarvices. Thiswas a definite advantage to the implementation of M-SCHIP.
5.1.6 Coordination with Other Programs (especially private insurance and crowd-out)
M-SCHIP in South Dakotais a Medicaid expanson. There is no pendty for achild with insurance that is eligible

to not be enrolled in the Medicaid program. This dlows us to market the program to dl children and target
enrollment within the established income levels. This provides wrap around coverage for the family that has other
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5.2

5.3

children enrolled in Medicaid, and most importantly gets the children into Medicaid's comprehensive coverage.
Medicaid benefits include access to many services not ordinarily covered by private insurance.

5.1.7 Evauation and Monitoring (including data reporting)

Data reporting will continue as directed by HCFA.

Evauation of utilization of services will continue to be an areathat islooked &t for the M-
SCHIP recipients.

5.1.8 Other (specify) NA

What plans does your State have for “improving the availability of hedth insurance and
hedlth care for children”? (Section 2108(b)(1)(F))

The 2000 L egidative session with the Governor's gpprova passed a bill that would raise M-SCHIP up to 200%
of the FPL. Thisisin the planning and development phases and scheduled for implementation July 1, 2000.

What recommendations does your State have for improving the Title XXI program?
(Section 2108(b)(1)(G))

South Dakota isin agreement with the position advanced by the American Public Human Services Association in
responding to the proposed SCHIP regulations.

Addendum

Addendum to Table 3.1. Provided by Evaluation Framework Workgroup.

The following questions and tables are designed to assst statesin reporting countable income levels for their Medicaid
and SCHIP programs and included in the NASHP SCHIP Evauation Framework (Table 3.1.1). Thistechnica
assistance document is intended to help states present this extremely complex information in a structured format.

The questions below ask for countable income levels for your Title XXI programs (Medicaid SCHIP expansion and
State-designed SCHIP program), aswell as for the Title XIX child poverty-related groups. Please report your
digibility criteriaas of September 30, 1999. Also, if the rules are the same for each program, we ask that you enter
duplicate information in each column to facilitate anays's across states and across programs.
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If you have not completed the Medicaid (Title XIX) portion for the following information and have passed it dong to

Medicaid, please check here 9 and indicate who you passed it dong to. Name ,
phone/email

3.1.1.1 For each program, do you use a gross income test or a net income test or both?

Title XIX Child Poverty-related Groups ___Gross X Net ____Both
Title XXI Medicad SCHIPExpanson _~ Gross X Net ____Both

Title XX| State-Designed SCHIPProgram _~ Gross  _ Net ____Both
Other SCHIP program __Gross _ Net ____Both

3.1.1.2 What was the income standard or threshold, as a percentage of the Federd poverty leve, for countable income
for each group? If the threshold varies by the child’ s age (or date of birth), then report each threshold for each

age group separately.
Title XIX Child Poverty-related Groups 140 % of FPL for childrenunder __age 19
% of FPL for children aged

% of FPL for children aged

Title XX Medicaid SCHIP Expansion 140 % of FPL for children aged under 19
% of FPL for children aged

% of FPL for children aged
Title XX1 State-Designed SCHIP Program % of FPL for children aged
% of FPL for children aged
% of FPL for children aged
Other SCHIP program __ % of FPL for children aged
% of FPL for children aged
% of FPL for children aged

3.1.1.3 Complete Table 3.1.1.3 to show whose income you count when determining digibility for each program and
which household members are counted when determining digibility? (In households with multiple family units,
refer to unit with gopplicant child)

Enter “Y” for yes, “N” for no, or “D” if it depends on the individual circumstances of the case.

Table3.1.1.3
Title X1X Child Title XXI Title XXI State- Other
Poverty-rdated | Medicaid SCHIP | designed SCHIP | SCHIP
Groups Expanson Program Program
Family Composition *
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Child, sblings, and legdly responsible adults

living in the household D
All rdaivesliving in the household D
All individuas living in the household * N
Other (specify)

* Assuming this section means some individuds are not relatives.
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3.1.1.4 How do you define countable income? For each type of income please indicate whether it is counted, not

counted or not recorded.

Enter “C” for counted, “NC” for not counted and “NR” for not recorded.

Table3.1.14
Title X1X Child Title XXI Title XXl | Other
Poverty-rdated | Medicad SCHIP | State- SCHIP

Groups Expangon desgned | Progra*

Type of Income SCHIP
Program

Eanings
Earnings of dependent children NC NC
Earnings of sudents (assuming is a parent) C C
Earnings from job placement programs C C
Earnings from community service programs
under Title| of the Nationd and Community
Service Act of 1990 (e.g., Serve America)

NC NC
Earnings from volunteer programs under the
Domestic Volunteer Service Act of 1973 NC NC
(e.g., AmeriCorps, Vigta)
Education Related Income
Income from college work-study programs NC NC
Assistance from programs administered by
the Department of Education NC NC
Education loans and awards NC NC
Other Income
Earned income tax credit (EITC) NC NC
Alimony payments received C C
Child support payments received C C
Roomer/boarder income C C
Income from individua development accounts

C C
Gifts C C
In-kind income C - if earned C - if earned

NC - if unearned | NC - if unearned
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Program Benefits

Welfare cash benefits (TANF) NC NC
Supplementa Security Income (SS1) cash

benefits NC NC
Socid Security cash benefits C C
Housing subsidies NC NC
Foster care cash benefits NC NC
Adoption ass stance cash benefits NC NC
V eterans benefits C C
Emergency or disagter relief benefits NC NC
Low income energy assstance payments NC NC
Native American triba benefits C C
Other Types of Income (specify)

*Make a separate column for each “ other” program identified in Section 2.1.1. To add a column to atable, right click
on the mouse, sdlect “insart” and choose “column”.
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3.1.1.5 What types and amounts of disregards and deductions does each program use to arrive a tota countable

income?

Please indicate the amount of disregard or deduction used when determining eligibility for
each program. If not applicable, enter “NA.”

Do rules differ for gpplicants and recipients (or between initid enrollment and redetermination)

Yes X No

If yes, please report rules for gpplicants (initid enrollment).

Table3.1.1.5
Title X1X Child Title XX1 Medicad | Title XXl Sate- | Other SCHIP
Poverty-related SCHIP Expanson | desgned SCHIP Program*

Groups Program

Type of Disregard/Deduction

Earnings $ 90.00 $ 90.00 $ $

S f-employment expenses $ Actud * $ Actud * $ $

Alimony payments $ 0 $ 0 $ $

Received

Paid $ Actud $ Actud $ $

Child support payments $ 50.00 $ 50.00 $ $

Received

Pad $ Actud $ Actua $ $

Child care expenses $ Actud $ Actud $ $

(employment related)

Medical care expenses $ NA $ NA $ $

Gifts $30.00 per quarter | $30.00 per quarter | $ $

Other types of $ $ $ $

disregards/deductions (pecify)

* Depreciation, cost of buildings, etc. - Not alowed as a deduction
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*Make a separate column for each “other” program identified in Section 2.1.1. To add acolumn to atable, right click on
the mouse, sdlect “insart” and choose “column”.

3.1.1.6 For each program, do you use an asset or resource test?

Title X1X Poverty-related Groups X No ___Yes(completecolumn A in

3.117)

Title XXI SCHIP Expanson program _X No _ Yes(completecolumn B in 3.1.1.7)
Title XX1 State-Designed SCHIP program No Y es (complete column Cin 3.1.1.7)
Other SCHIP program No Yes (complete column D in 3.1.1.7)

3.1.1.7 How do you treat assets/resources?

Please indicate the countable or allowable level for the asset/resource test for each program and describe the
disregard for vehicles. If not applicable, enter “NA.”
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threshold alowable amount for other assats?
(Enter 1 or A)

Table3.1.1.7 Title XIX Child |  Title XXI Title XXI Other

Poverty-related | Medicad State- SCHIP

Groups SCHIP desgned | Program*
Treatment of AssetsResources (A) Expanson SCHIP
(B) Prog)am |———
(C) (D)

Countable or alowable level of asset/resourcetest | $ NA $ NA $
Treatment of vehicles
Are one or more vehicles disregarded? Yesor No NA NA
What is the vaue of the disregard for vehicles? $ NA $ NA $
When the value exceeds the limit, is the child
indigible(“1”) or isthe excess gpplied (*A”) to the NA NA

*Make a separate column for each “other” program identified in Section 2.1.1. To add acolumnto a

table, right click on the mouse, select “insert” and choose “column”.

3.1.1.8 Have any of the digihility rules changed since September 30,1999? X Yes _ No
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